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FOR PERSISTENT INFECTIONS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Acquired resistance seldom imposes restrictions on 
antimicrobial therapy when CHLOROMYCETIN (chlor- 
amphenicol, Parke-Davis) is selected to combat gram- 
negative pathogens involving enteric and adjacent 
structures of the urinary tract. The acknowledged effec- 
tiveness with which CHLOROMYCETIN suppresses highly 
invasive staphylococci! extends to persistently patho- 
genic coliforms.®!0-15 Experience with mixed groups of 


< 


Proteus species, for example, “...shows chloramphenicol 


to be the drug of choice against these bacilli...?15 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermit- 
tent therapy. 
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Diuresis and Antidiuresis 
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Commonplace though it may be, dropsy is 
one of the most extraordinary events in human 
biology, and the reasons why an organism finds 
it necessary to enlarge itself with brine are far 
from being understood. It has been stated that 
sodium retention and therefore edema represent 
the response of the body to a failing circulation.! 
Contrarily, patients with hypertension excrete 
sodium with increased facility.2 Broad general- 
izations are always dangerous, but with a few 
notable exceptions the ability of the kidney to 
excrete salt and water seems to parallel the effici- 
ency of the circulation. The exceptions include 
principally those few conditions in which exces- 
sive amounts of salt-active hormones reach the 
kidney, but these are seldom confused with hemo- 
dynamic disorders. 

Edema is always of renal origin in the sense 
that it cannot occur unless the kidneys excrete less 
salt than is brought to them. Intake remaining 


while tubular resorption of sodium and of water 
is regulated in large part by aldosterone from the 
adrenal cortex and by vasopressin from the neuro- 
hvpophysis, respectively. Better methods for 
evaluating glomerulotubular balance are obviously 
needed. 


Failure of the Circulation 


INADEQUATE CARDIAC OutTPpUT.—The common 
cause of sodium retention is inadequate cardiac 
output. and in mild cases it may be accompanied 
by no measurable decrease in the rate of glomer- 
ular filtration. Reductions in renal blood flow and 
glomerular filtration rate are usually apparent, 
however, and these are not of neurogenic origin. 
The Pappenheimer group at Harvard has recently 
advanced some revolutionary ideas concerning 
the paths by which plasma and red cells traverse 
their different routes through the kidney,? but 
the impact of these important experiments upon 


constant, a positive sodium balance is achieved electrolyte metabolism has hardly begun to be ap- a 
either by reduced glomerular filtration, by in-  preciated. It is idle, therefore, to speculate about ~ 
aM 


creased tubular resorption, or by both. Simple 
calculations show that even modern clearance 
technics are incapable of separating these two 
processes with precision. For example, when the 
plasma sodium concentration is 140 mEq./1 and 
the glomerular filtration rate as measured by the 
inulin clearance is 130 cc./min. the daily load of 
filtered sodium offered to the tubules is about 
25,000 mEq., of which less than 200 usually ap- 
pear in the urine; if the filtered load drops by 
less than 2 per cent, salt will disappear from the 
urine provided tubular function remains constant. 
Conversely, if the rate of glomerular filtration re- 
mains constant and that of tubular water resorp- 
tion diminishes by only 1 per cent, the rate of 
urine flow will increase by approximately 100 per 
cent. The important causes of a reduced filtered 
sodium load are hyponatremia, renal vasoconstric- 
tion and disease of the glomerular capillaries 
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intrarenal events which alter salt and water out- 
put, but the clinician can regard them as useful 
responses, the oliguria of exercise being an ob- 
vious example of the way in which the kidney 
salvages water and electrolytes during circulatory 
stress. Indeed, the kidney can be likened to a 
built-in intern ever ready to infuse variable pro- 
portions of saline and blood into the peritubular 
capillaries according to the patient’s needs—al- 
though we do not yet know precisely how he re- 
ceives or executes his orders. The fact that the 
infusion often continues to and beyond the edema 
level indicates not that the kidney is deranged 
but merely that the cause of the circulatory dis- 
order cannot be corrected by simple replacement. 
Myocardial infarction or valvular incompetence 
requires more fundamental treatment than this. 


DIMINISHED BLoop VoLtuME.—The second 
important cause of circulatory inadequacy is 
diminished blood volume. It occurs most often 
in the protein-depletion states of malnutrition, 

















liver disease and the nephrotic syndrome. After 
all, the strongest force which determines plasma 
volume is the oncotic pressure of its own proteins 
and, when this is reduced, water leaves the blood 
stream. Again, the means by which this shift in- 
forms the kidney that fluid replacement is needed 
are not known, but hypothetic volume receptors 
which act upon the neurohypophysis and the 
adrenal cortex seem somehow to be involved.* 
In any event, edema appears to be useful to the 
hypoproteinemic patient for it prevents his blood 
volume from shrinking to dangerously low levels. 

Exceptions which prove the rule that edema 
equates with circulatory failure are found in (1) 
acute glomerulonephritis wherein the reduced load 
of filtered sodium is attributed to swelling of the 
glomerular capillaries and (2) a few rare examples 
which are as yet quite idiopathic. Mueller, Surt- 
shin, Carlin and White® have clearly shown that 
salt retention is not entirely dependent upon 
hormonal action. 


Treatment 


HEART FatLurE.—The antidiuretic process 
stops if cardiac output can be made equal to the 
metabolic needs of the body (time, bed rest, 
digitalis, venesection, antibiotics, vascular sur- 
gery). If not, then ways of reducing sodium in- 
take (diet, ion exchange resins) or of increasing 
renal output (diuretics) must be found. Should 
reduced sodium intake be ineffective or unaccept- 
able, it is necessary to interfere with the tubular 
resorption of sodium. 

One technic is that of raising the osmotic 
pressure of glomerular filtrate, and this may be 
done by giving substances like urea, mannitol, 
ammonium chloride and Diamox. Urea is un- 
pleasant to swallow, no matter how disguised, and 
only mildly effective. Mannitol must be given by 
vein. The action of ammonium chloride is better 
understood if it is regarded as an indirect way of 
administering HC1—, C1l— being liberated when 
the liver converts NH*+, to urea, for a day or two 
thereafter the kidney excretes the extra chloride 
in the form of sodium or potassium salts, but, if 
renal tubular activity is normal, ammonia then 
diffuses into the tubular lumen, the excretion of 
extra Na+ and K*+ subsides, and within three to 
five days practically all of the administered 
NH,C1 is excreted as such. (It must be remem- 
bered that the NH*+, ion which comes out in the 
urine is not the one with which the C1— ion was 
originally combined.) The drug should therefore 
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be administered in short interrupted courses, per- 
haps 6 to 9 Gm. daily for four or five days to be 
followed by a brief rest period. It is not very use- 
ful by itself, but may potentiate the action of mer- 
cury. 

Osmotic diuresis due to increased loss of base 
and water can be induced by inhibitors of car- 
bonic anhydrase, an intracellular enzyme which 
ordinarily allows the distal tubule to salvage Nat 
by exchanging it for H*+; drugs like acetazol- 
amide (Diamox) force the kidney to use K+ for 
this purpose by diminishing the supply of H* 
since they inhibit the enzyme which drives the 
following reaction to the right — CO. + H,O-> 
H.CO; ~ H+ + HCO- 3. The result is excretion 
of extra amounts of bicarbonate combined with 
Na* and K+. Metabolic acidosis of course en- 
sues, but water losses are not often as large as 
may be desired. At the present time many com- 
pounds with similar but more potent actions are 
being investigated; at least one currently under 
trial is said to accelerate the excretion of chloride 
also, thus reducing the possibility of metabolic 
acidosis and increasing the resemblance of its ac- 
tion to that of a mercurial diuretic. Currently 
available carbonic anhydrase inhibitors have on 
the whole been disappointing diuretics. 

The xanthines produce an uncertain and in- 
constant increase in glomerular filtration rate and 
may therefore be moderately useful when given 
intravenously about one hour after the admin- 
istration of a mercurial diuretic. 

As a Class, the mercurial diuretics act by spe- 
cifically paralyzing the tubular transport mechan- 
ism for salt and water, and are vastly superior to 
all others. Since the predominant effect seems to 
be directed against chloride resorption, the fre- 
quent and continued administration of organic 
mercurials may cause metabolic alkalosis charac- 
terized by hypochloremia, bicarbonate excess, and 
a relatively normal serum sodium concentration. 
This is the condition perhaps most frequently 
responsible for refractory edema, and the specific 
remedy for it is ammonium chloride by mouth. 
It is not to be confused with the so-called “low 
salt syndrome,” nor it in turn with hyponatremic 
edema. It is probable that the initial error arose 
from a tendency to assume from low serum chlo- 
ride estimations that the serum sodium concen- 
tration must also be low. As flame photometers 
came into common use, however, the dissociation 
became apparent, and accumulated experience 
has shown that the administration of hypertonic 
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saline to patients with congestive heart failure is 

usually disappointing and sometimes harmful. 

Given an edematous patient with hypona- 
tremia, there is no easy laboratory method for 
distinguishing between salt depletion and salt 
dilution. It is unlikely, however, that a reduction 
in total body sodium content can coexist with an 
excess of water; so it is much safer to interpret 
a low serum sodium concentration in an edema- 
tous patient as being due to an excess of water 
rather than to a deficit of salt. It may occasion- 
ally be wise to give 200 to 300 cc. of 3 to 5 per 
cent saline intravenously to a patient with truly 
refractory edema, but usually the resulting eleva- 
tion in serum sodium content is transient, and 
the blood volume becomes only further expanded. 
It is obvious that drugs are badly needed which 
will cause the kidney to release water faster than 
it does electrolytes; alcohol partially fulfils these 
requirements because it inhibits the formation of 
antidiuretic hormone, and there is no reason why 
it cannot be given in highball form, 3 to 4 ounces 
of whisky daily in divided doses. Persistent 
hyponatremia is, however, usually an ominous 
sign and it may indicate neither salt depletion nor 
water excess but a general disorganization of the 
electrical processes vital to cell membrane per- 
formance. In this situation nothing can be done. 

Finally, ACTH and cortisone-like steroids 
may be used in refractory cases, but a successful 
outcome probably depends upon a fortuitous com- 
bination of increased glomerular filtration rate 
and suppression of aldosterone production. Not 
many physicians have been bold enough to give 
this approach a thorough trial. 


HyPovoLeM1A.—When due to a low hemato- 
crit value, the antidiuretic process is checked by 
correcting the anemia. The edema associated with 
protein deficiency of one kind or another, how- 
ever, is a much more complex problem, and the 
diuretic measures discussed are relatively ineffec- 
tive so long as hypoproteinemia persists. The 
difficulties concerned in raising and sustaining 
plasma oncotic pressure by artificial means (salt- 
poor human albumin, dextran) are well known, 
particularly so in nephrosis where protein is both 
excreted and destroyed at abnormally high rates. 
Perhaps the chief indication for salt-poor human 
serum albumin in the management of the nephrot- 
ic syndrome is persistent hyponatremia, a situa- 
tion which sharply limits steroid responsiveness; 
it often increases the output of water in excess of 


FINDLEY: DIURESIS AND ANTIDIURESIS 701 


salt, raises the concentration of serum sodium and 
enhances the effectiveness of another course of 
hormone therapy. 

A variety of renal lesions has been found by 
punch biopsy,® the frequency of diabetes mellitus 
(Kimmelstiel-Wilson lesion) and disseminated 
lupus erythematosus being notably high. The 
cause of the hypoproteinemia is unknown, but 
proteinuria alone does not seem to account entire- 
ly for the large total protein deficits. It is tempt- 
ing to stop treatment when diuresis subsides, but 
there is a growing belief that hormone therapy 
should be pushed until proteinuria is controlled as 
thoroughly as possible. The therapeutic target 
has therefore shifted from edema to proteinuria, 
and available statistics suggest that life is pro- 
longed if the proteinuria can be abolished.? Prob- 
ably no two physicians agree as to the choice, 
dosage, and schedule of hormone therapy, but 
steroids which can be taken orally are probably 
just as effective as ACTH, which cannot. I have 
seen one death from adrenal rupture in a child 
given large doses of ACTH for three weeks. 

Whereas there is fair general agreement that 
large doses of steroids should be used for two to 
three weeks, there is much confusion about what 
to do thereafter. Sometimes a diuresis occurs 
early in such a scheme, sometimes not until after 
drug administration has been discontinued. In 
any event, treatment should not be stopped sim- 
ply because edema has disappeared, but should 
be pushed until proteinuria has been controlled for 
perhaps a month, or until it seems obvious that 
the proteinuria will not subside. The dangers of 
sustained hyperadrenocorticism are real, particu- 
larly those of latent infection and of collapsed 
vertebrae; the Cushing state must be carefully 
weighed against any advantage to the renal lesion 
which may accrue as a result of long term hor- 
mone administration. It appears futile and unwise 
to maintain a patient in such a state for longer 
than four months whether the proteinuria is con- 
trolled or not, even though all protective adju- 
vents are also used (K= salts, antibiotics). The 
usual dosage of cortisone is 300 to 400 mg. daily, 
and no clearcut advantages for hydrocortisone and 
other derivatives have yet been shown. 


Summary 


The kidney responds to an inadequate cardiac 
output or reduced blood volume by returning in- 
creased amounts of brine and blood to the general 
circulation. If heart function cannot meet meta- 
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bolic needs, the sodium retention mechanism must 
be suppressed. Means for accomplishing this ob- 
jective are discussed. These measures are not 
likely to be effective when edema is due to hypo- 
proteinemia and its attendant hypovolemia; here 
treatment should be directed toward protein re- 
pletion. In the nephrotic syndrome, hormone 
therapy should be directed against proteinuria and 
not discontinued simply because edema has dis- 


appeared. 


; os 
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Diffuse Interstitial Pulmonary Fibrosis: 


The Hamman - Rich Syndrome 


Aucustus E. ANDERSON Jr., M.D. 
JACKSONVILLE 
AND 
G. LEONARD EMMEL, M. D. 


GAINESVILLE 


Interstitial pulmonary fibrosis has been defined 
by Mallory! as a proliferation of fibrous tissue 
in the alveolar walls or in relation to the lymphat- 
ics that run in the walls of air passages and be- 
neath the pleura. It is distinguished from organ- 
ized intra-alveolar exudate and the scarring 
resulting from necrotizing lesions of the lungs 
and healed infarcts. There are many causes and 
frequently a characteristic interstitial distribu- 
tion. Thus, the basic lesion in pulmonary sar- 
coidosis arises in the vicinity of the terminal 
bronchiole? and rarely involves the interalveolar 
septum to the extent sometimes seen in sclero- 
derma*® and rheumatoid disease.+* 

This report is concerned with a unique type 
of diffuse fibrosis of the alveolar wall, first de- 
scribed in 1935 as “fulminating acute interstitial 
fibrosis of the lungs’® and frequently referred 
to as the Hamman-Rich syndrome in deference 
to the original authors. Obscure in etiology and 
supposedly rare, it presents a dramatic picture 
of progressive interstitial disease of the lungs 
with an almost invariably fatal outcome which 
has been the subject of considerable interest in 
recent years. Despite an awareness of the dis- 
order, it was fully nine years after the original 
study before another example appeared in the 
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literature;® and even up until 1950, they were 
medical oddities. Since then, however, reports 
have accumulated in such a fashion as to suggest 
an increasing incidence, as well as a better gen- 
eral alertness to the existence of such cases. By 
1956, Grant, Hillis and Davidson? were able to 
collect 36 examples from the literature in addition 
to three of their own. Were it not for the fact 
that individual cases have varied remarkably little 
from earlier descriptions, notably in a longer to- 
tal duration of disease, many more reports un- 
doubtedly would have found their way into medi- 
cal writings. The three cases included in the 
present study were encountered in a moderate- 
sized Southern community and its environs over a 
period of less than one year. 


Clinical Aspects 


Diffuse interstitial pulmonary fibrosis (the 
Hamman-Rich syndrome) is usually observed in 
mature adults, although several reports have con- 
cerned children.8:9 White and Negro, male and 
female may be affected. 

The entire course of obscure, relentlessly in- 
creasing respiratory insufficiency is dependent up- 
on changes occurring at the alveolar-capillary 
level. Dyspnea and cough dominate the clinical 
picture, though they may be preceded for an in- 
definite period by a vague feeling of ill health 
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and fatigability. The breathlessness, at first mild 
and noted only with exertion, progresses at a 
variable rate and eventually is experienced at rest. 
Even in long-standing cases, however, lying flat 
usually does not increase the difficulty. Cough 
may be severe and paroxysmal, but tends to be 
nonproductive, except in the presence of secondary 
infection. Other symptoms consist of an occa- 
sional small hemoptysis, pain in the chest and 
loss in weight. 

Respiratory difficulty is quickly confirmed by 
the appearance of the patient. Breathing is rapid 
and shallow, and intense cyanosis and clubbing 
are evident in advanced instances. Despite ob- 
vious distress, examination of the chest usually 
reveals a paucity of findings. This disparity be- 
tween symptoms and signs may be attributed to 
the fact that the major pathology is interstitial 
and therefore associated with a minimum of phys- 
ical findings as is primary atypical pneumonia. 
Inspiratory, crackling rales, particularly in the 
lung bases, are frequently the only abnormality. 

Fever, significant production of sputum, leuko- 
cytosis and acceleration of the sedimentation rate 
occur, as a rule, only when the course is compli- 
cated by intercurrent or terminal pyogenic in- 
fection. Such episodes are not unusual and con- 
stitute severe medical emergencies in the presence 
of an already diminished respiratory reserve. 

Since the predominant fibrosis lies within the 
alveolar wall, rather than the bronchiole, expira- 
tion is not prolonged, the timed vital capacity 
fails to indicate air trapping (case 2), and sig- 
nificant emphysema seldom develops. Alteration 
of the relationship of the pulmonary capillaries 
to the alveolar lumen produces a typical “alveo- 
lar-capillary block.” Thus, studies!® have shown 
normal ventilatory function with low arterial 
oxygen saturation. In addition to the diffusion 
defect, the collagenous hyperplasia reduces the 
size of the vascular bed, resulting in increased 
resistance in the pulmonary circuit and accentua- 
tion of the pulmonic second sound. Right heart 
failure, intractable systemic congestion and edema 
may ensue. Secondary polycythemia may con- 
tribute to the heart failure and a tendency to- 
ward thrombosis. 

The roentgenologic features!! are character- 
istic but nonspecific. An initial slight diffuse 
prominence of the lung markings is easily over- 
looked, even in the presence of symptoms. With 
moderate progression, the linear shadows are 
better seen, and there is a superimposed nodu- 
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larity. The sharp definition of these generalized 
reticulonodular densities may be lost in advanced 
cases. The picture then is one of a diffuse mot- 
tling. Eventually diaphragmatic motion is limit- 
ed. It may be difficult to outline the cardiac sil- 
houette in some instances; in others, it is possible 
to determine right ventricular enlargement. Hilar 
adenopathy is usually inconspicuous; and al- 
though postmortem examination frequently re- 
veals small amounts of pleural fluid, this change 
is seldom pronounced in roentgenograms. 

Aside from a single case!* diagnosed ante- 
mortem by lung biopsy and effectively treated 
with cortisone, the disease has been uniformly 
fatal, the total duration of the illness varying in 
extreme cases from 31 days® to nine years.4* Al- 
though it was originally described as a fulminating 
illness, it has subsequently become apparent that 
in subacute and chronic cases the patients living 
several years far outnumber those having the 
acute variety. In some of the clinically acute 
cases the cendition may actually represent end 
stages of a gradual subclinical exhaustion of res- 
piratory reserve. 

The possible existence of mild nonprogressive 
and localized forms of the disease has been s'1g- 
gested repeatedly,7:13-14 but proof of the occ 4r- 
rence of these variants has not been forthcomi 2g. 
It appears that the pathologic process, once 3et 
in motion, continues unabated until the deat! of 
the organism. 


Pathology 


Definitive diagnosis is dependent on pa ‘ho- 
logic study of lung tissue (thoracotomy or au- 
topsy). Grossly the lungs are heavy and firm, and 
they sink in water. The pleura is frequently 
uninvolved, but may be covered with small blebs 
of lung tissue surrounded by tiny depressed scars, 
giving a cobblestone appearance. The cut surface 
is dry except in the presence of edema or infec- 
tion. 

The microscopic appearance of the lungs is 
by far the most distinctive feature of the dis- 
ease. Throughout all lobes, there is striking thick- 
ening of the alveolar wall due to pervasion by a 
profuse fibrous reaction. This varies in different 
patients, and even in different sections of the 
lung in a single case, from a vigorous prolifera- 
tion of young fibroblasts to the deposition of 
enormous quantities of hyalinized connective tis- 
sue. In cases of recent origin, fibroblastic pro- 
liferation predominates, while in others of longer 
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standing, this component is overshadowed by the 
presence of collagen. In all instances, however, 
both types of change can be found on careful 
search, reflecting continued activity of the under- 
lying process. 

Intermingled with the fibrous elements, vary- 
ing numbers of lymphocytes and monocytes, and 
occasionally a significant number of eosinophils, 
can be seen. Polymorphonuclear leukocytes may 
be present, but are seldom prominent, and the 
absence of stainable bacteria is of critical im- 
portance. 

Alveolar spaces are encroached upon by the 
massive interstitial reaction, frequently appearing 
as mere slits in a mass of connective tissue. In 
areas where they are obliterated, one sees only 
a sheet of hyalinized fibrous tissue. Alveolar lin- 
ing cells frequently undergo cuboidal hyperplasia, 
occasionally to such an extent as to give a pseudo- 
glandular appearance. These cells may desqua- 
mate, and an eosinophilic hyaline membrane can 
often be seen in close apposition to the alveolar 
walls. Characteristically, intra-alveolar exudate 
does not organize. 

Pulmonary arterioles not infrequently show 
thickening, but it is not settled whether this is 
a primary change or the result of long-standing 
pulmonary hypertension. 


Diagnosis 

When confronted with an obscure respiratory 
illness characterized clinically by dyspnea, cough, 
cyanosis, a paucity of physical findings and a 
relentless, unresponsive course, radiographically 
by bilateral, eventually diffuse mottled or reticulo- 
nodular shadows, and physiologically by a re- 
strictive ventilatory defect with alveolar-capillary 
block, diffuse interstitial fibrosis (the Hamman- 
Rich syndrome) should be suspected. A multi- 
tude of other disorders present certain similarities, 
however. Those most commonly requiring differ- 
entiation are pulmonary edema, interstitial pneu- 
monia, sarcoidosis, tuberculosis and the pneumo- 
conioses, while occasional confusion may result 
from lymphangitic carcinomatosis, lymphoma, 
leukemia, the collagen disorders, bronchiolar can- 
cer, fungus disease and the histiocytoses. Con- 
ventional methods should, of course, be exhausted 
in an effort to establish an etiology in such situa- 
tions, but are frequently disappointing in dis- 
ease confined to the pulmonary interstitium. The 
subsequent plan of action then lies between an 
uncertain course of continued observation, on the 


one hand, or open thoracotomy and lung biopsy 
on the other. Too often, the decision on which 
course to pursue is affected by misconceptions 
regarding the dangers of surgical biopsy and eco- 
nomic factors. The procedure entails minimal 
risk in the hands of a competent surgeon, provid- 
es a definitive diagnosis and frequently proves 
less drastic than prolonged temporizing with in- 
determinate pulmonary disease. 


Report of Cases 


Case 1—A 52 year old white male barroom proprietor 
first became ill in February 1953, with grippal symptoms 
necess‘tating hosp‘talization. Examination disclosed many 
crepitant rales over both lung fields but nothing else of 
significance. A  posteroanterior roentgenogram of the 
chest with the patient in the erect position (fig. 1) show- 
ed prominent markings throughout both lungs. He was 
treated symptomatically for a week and discharged as 
improved. Thereafter, exertional dyspnea became ap- 
pirent. This gradually increased and became asscciated 
with a persistent, nonproductive cough, fatigability, in- 
somnia, anorexia and loss in weight. By Dec. 20, 1954, 
his weight had decreased from an average of 195 pounds 
to 166 pounds. He had always smoked heavily, but 
finally discontinued smoking because it seemed to exag- 
gerate the pulmonary symptoms. At no time did he 
experience hemoptysis or fever. 

Because of the progressive course, the patient was 
hospitalized for further study in December 1954. The 
only physical abnormalities noted were generalized crepi- 
tant rales and an accentuated pulmonic second heart 
sound. There were no cyanosis, distention of neck veins, 
heart murmurs, or peripheral lymphadenopathy. The 
blood pressure was 126 systolic and 80 diastolic. Roent- 
genographic studies of the chest revealed much exagger- 
ation of markings throughout both lungs; the heart size 
and configuration were normal. Maximum breathing 
capacity was 48.1 liters per minute (predicted normal, 
106 liters), and vital capacity was 1.43 .liters (predicted 
normal, 3.57 liters). The sedimentation rate was 44 mm. 
per hour. The total serum proteins were 6.3 Gm. with 
3.3 Gm. of albumin and 3.0 Gm. of globulin. The com- 
plete blood count, urinalysis, stool examination, serologic 
test for syphilis, fasting blood sugar, blood nonprotein 
nitrogen, serum cholesterol, carbon dioxide combining 
power, serum chlorides, electrocardiogram, cholecystogram 
and upper gastrointestinal series were normal. 

The patient was subsequently followed as an outpa- 
tient. He was digitalized, and a low salt diet was 
ordered. On Jan. 20, 1955, hydrocortisone was begun 
with a daily maintenance oral dose of 60 mg. Mild 
symptomatic improvement occurred, although varying 
degrees of cyanosis were noted. On April 8, it was ob- 
served that his color was good and that the dyspnea and 
cough were better. On that day hydrocortisone was dis- 
continued, and Meticorten, 20 mg. daily, divided into 
four equal doses was prescribed. His condition abruptly 
hecame worse. On April 22, because of extreme dyspnea 
and cyanosis, Meticorten was increased to 40 mg. daily 
without noticeable benefit. Hydrocortisone was then 
substituted; however, he became progressively worse and 
was finally hospitalized again on April 27. On examina- 
tion, he was extremely dyspneic and cyanotic even in an 
oxygen tent, and there were numerous inspiratory crack- 
les throughout both lungs. The pulmonic second sound 
was accentuated, the pulse rate was 120, the temperature 
was 101 F.(R), and the blood pressure was 136 systolic 
and 82 diastolic. Despite therapy with oxygen, Cedilanid, 
Mercuhydrin, antibiotics, Alevaire nebulization, hydrocor- 
tisone, 20 mg. every four hours, and Orthoxine, the pa- 
tient died on April 28, after an illness of slightly over 
two years total duration. 
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Fig. 1., Case 1.—Posteroanterior chest roentgeno- 
gram showing prominent markings and diffuse nodula- 
tion. 


AUTOPSY. — Pertinent findings were limited to the 
thorax. No free fluid or pleural adhesions were present. 
The pleural surfaces were coarsely nodular, and there were 
moderate amounts of watery, frothy fluid in the airways. 
No bronchiectasis was noted. The pulmonary artery 
and veins appeared normal. The cut surface of the lung 
was firm and granular, and moderate amounts of watery 
fluid could be expressed with slight pressure. The hilar 
nodes were slightly enlarged. Anthracotic pigmentation 
was noted in both the pulmonary substance and lymph 
nodes. Mediastinal structures appeared normal, and 
examination of the heart revealed no abnormalities. 

Microscopic findings (fig. 2) consisted of a dense in- 
terstitial sclerosis, minimal fibroblastic reaction and 
superimposed acute diffuse pneumonia. 

Case 2—A 48 year old white male cab driver was 
first seen in the office on Oct. 12, 1955. For about two 
years, he had experienced increasing dyspnea, dry cough 
and weakness. He was still able to drive his cab without 
difficulty at that time. No history of pain in the chest, 
wheezing, hemoptysis or occupational exposure could be 
elicited. 

Physical examination revealed mild cyanosis. The 
blood pressure was 150 systolic and 90 diastolic, the re- 
spiratory rate was 24, and the pulse rate was 80. There 
were many inspiratory crackling rales in both lung bases, 
anteriorly and posteriorly. No other physical abnormal- 
ities were noted. A roentgenogram of the chest (fig. 3) 
disclosed diffuse mottled densities bilaterally, especially 
in the parahilar regions and medial bases; the heart ap- 
peared normal. The total vital capacity was 2.1 liters 
with a three second volume of 2.0 liters (95 per cent 
of total). The blood count and urinalysis gave normal 
results. 

The patient was hospitalized, and on Jan. 17, 1956, 
open lung biopsy was performed. The entire right lung 
had a faintly nodular consistency. Examination of the 
hilum revealed no unusual lymph nodes. Microscopic 
study of the biopsy specimen (fig. 4) disclosed a promi- 
nent loss of alveolar structure associated with a decided 
increase in interstitial fibrous connective tissue. There 
were irregular scattered foci of stromal round cells. The 
remaining alveolar spaces were lined with a single layer 
of hyperplastic low columnar cells, and the lumina con- 
tained aggregates of macrophages and sloughed lining 
cells. 

On January 30, the administration of cortisone was 
begun with an initial daily dose of 300 mg. This was 
gradually reduced to a maintenance level of 100 mg., 
which has been continued until the present time. By 
Feb. 20, 1956, there was moderate subjective improve- 
ment in dyspnea, cough, appetite, strength and general 
sense of well-being; however, the vital capacity showed 
no change from previous values, and there was no 
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Fig. 2., Case 1.—Microphotograph (66X) of autopsy 
specimen of lung revealing diffuse dense interstitial 
sclerosis. There is minimal fibroblastic reaction. 





Fig. 3., Case 2.—Posteroanterior roentgenogram of 
chest showing diffuse mottled densities bilaterally, 
especially in the parahilar regions and medial bases. 





Fig. 4., Case 2.—Microphotograph (152X) of lung 
biopsy specimen revealing prominent loss of alveolar 
structure associated with decided increase in interstitial 
fibrous connective tissue and scattered foci of stromal 
round cells. 
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Fig. 5., Case 3.—Posteroanterior roentgenogram of 
chest. There are diffuse reticulonodular densities 
throughout both lungs, especially in the bases. 
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Fig. 6., Case 3.—Microphotograph (66X) of biopsy 
specimen of lung showing severe interstitial fibrosis 
with round cell infiltration. 


radiographic improvement. Although cortisone was 
continued, the initial subjective improvement was grad- 
ually lost. On May 7, because of increasing dyspnea, 
cough, a four pound gain in weight and a trace of ankle 
edema, digitalis and a low salt diet were added to the 
regimen, as well as intermittent use of mercurial diuretics. 
Periodically, antibiotics have been required for febrile 
episodes and purulent sputum. 

Despite all therapy, the patient’s condition has stead- 
ily deteriorated, and there has been a gradual progression 
of the radiographic densities in the lungs. Periodic search 
has failed to elicit evidence of involvement of organs 
other than the lungs; on December 11, an L.E. study 
on peripheral blood gave negative results. At the time 
of this writing, the patient is still living, but unable to 
work and even has difficulty caring for his body needs 
because of severe dyspnea. 

Case 3—A 62 year old white woman was hospital- 
ized on May 12, 1955. The presenting illness began 
around March 1954 with cough, dyspnea and fever, and 
she was told she had a pulmonary disease consistent 
with sarcoidosis. Subsequently, there was a gradual 27 
pound loss in weight and several febrile episodes. Four 
days before admission, there developed an elevation of 
temperature to 103 F., orthopnea and purulent sputum, 
and she was treated with tetracycline without benefit. 

Physical examination revealed cyanosis, a pulse rate 
of 88, a blood pressure of 100 systolic and 60 diastolic, 


and a respiratory rate of 24. Other findings included grade 
II apical and aortic systolic murmurs, cataract of the 
left eye, aphakia of the right eye, a barely palpable liver 
and pea-sized left supraclavicular and axillary nodes. 
Fluoroscopic and radiographic study of the chest (fig. 5) 
disclosed small, diffuse, linear and nodular densities 
throughout both lungs, especially in the bases. A hemo- 
gram was as follows: red blood cells 3.0 million, hemo- 
globin estimation 12.3 Gm., white blood cells 8,550, 
66 per cent polymorphonuclear leukocytes, 32 per cent 
lymphocytes and 2 per cent eosinophils. The corrected 
sedimentation rate was 47 mm. per hour. The total 
serum proteins were 7.5 Gm. per hundred cubic centi- 
meters with 3.6 Gm. of albumin and 3.9 Gm. of globulin. 
Urinalysis showed 1 plus albuminuria, but nothing else of 
note. Roentgenograms of the hands were consistent with 
minimal osteoarthritis. The fasting blood glucose, blood 
urea nitrogen, serologic test for syphilis, blood culture, 
sputum studies for tubercle bacilli and tuberculin skin 
tests gave normal results. 

Oxygen was administered for dyspnea. Initial temper- 
ature elevations as high as 104 F. gradually subsided over 
a 12 day period under the influence of chloramphenicol, 
and the patient was discharged from the hospital on May 
28. Roentgen examination revealed some clearing of the 
pulmonary shadows; however, diffuse reticulonodular 
shadows remained. At the time of discharge she was 
receiving cortisone, which was continued until July 9, 
with no apparent benefit. There was no particular dif- 
ficulty in discontinuing the drug. 

In May 1956, the patient was studied at a diagnostic 
center where multiple examinations, including three prep- 
arations for L.E. cells, liver function studies and a hemo- 
gram were normal. Surgical lung biopsy was _ then 
carried out on the left in an effort to clarify the nature 
of the diffuse pulmonary process. Study of the biopsy 
specimen (fig. 6) revealed severe interstitial fibrosis with 
some round cell infiltration; the changes were almost 
exclusively of the chronic variety, there being little or 
no fibroblastic reaction. There were no tubercles of 
sarcoidosis. She was discharged with instructions to take 
cortisone, 50 mg. daily. 

While taking cortisone, the patient became febrile. 
There was no response to erythromycin and Terramycin. 
A petechial rash developed, and she was again hospital- 
ized on June 18. 

On examination, the patient was pale and disoriented, 
and there were fine petechial hemorrhages over the trunk 
and extremities. Moist rales were present throughout 
both lungs. Blood studies revealed red blood cells 2.65 
million, hemoglobin estimation 8.8 Gm., white blood cells 
4,800, 2 per cent eosinophils, 71 per cent polymorphonu- 
clear leukocytes, 24 per cent lymphocytes and 3 per cent 
plasma cells. The bleeding time was three minutes, 30 
seconds, and the clotting time, six minutes. Platelet 
counts ranged from 30,000 to 75,000. The prothrombin 
time was 19 seconds (control, 12 seconds). There was 
partial clot retraction after 24 hours. The Coombs tests, 
direct and indirect, gave negative results. Study of a 
bone marrow aspirate revealed numerous large cells inter- 
preted as giant megakaryocytes. 

The patient initially responded to oxygen, chloram- 
phenicol, digitalis, intravenous fluids and transfusions of 
whole blood, and the petechiae gradually faded. On 
July 17, however, she again became febrile, progressively 
weaker and disoriented, and finally died on July 30. 
A postmortem examination was not performed. 


Comment 


The first two cases seem acceptable as ex- 
amples of the Hamman-Rich syndrome of the 
chronic variety, but certain aspects of the third 
case render its inclusion subject to question. 
Anemia, thrombopenia and bone marrow changes 
have not been associated features in previously 
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reported cases. The case is otherwise typical. 
Inclusion of such borderline examples and com- 
parisons with other situations having certain simi- 
larities may lead to broader concepts and perhaps 
an appreciation of a clinical spectrum. The most 
obvious direction indicated by this line of reason- 
ing is to a consideration of the collagen disorders 
(vide infra). 

Lung biopsy, which was performed on the last 
two patients, proved relatively innocuous, even in 
the face of severe respiratory insufficiency; and 
while it unfortunately failed to alter significantly 
the eventual outcome, the insight it provided 
more than justified it to all concerned. Utiliza- 
tion of the procedure at an earlier, presumably 
more proliferative stage, may have resulted in 
a more satisfactory response to steroid therapy. 


Treatment 

Therapy, in general, has been disappointing, 
most information on the subject having empha- 
sized its limitations and pitfalls. The obscure 
pathogenesis, difficulty in establishing a diagnosis 
and fibrous nature of the process have all con- 
tributed to the problem. 

It might be anticipated that the adrenal ster- 
oids would be beneficial. While they have been 
used with success in isolated instances of recent 
onset, shortcomings have been apparent. In one 
acute example, reported by Peabody, Buechner 
and Anderson,!* remarkable symptomatic and 
radiographic clearing resulted from the use of 
corticotropin and cortisone. A few days after 
cessation of therapy, however, there was a violent 
recurrence of symptoms and a return of abnormal 
roentgen shadows. The patient died within 24 
hours despite reinstitution of massive steroid ther- 
apy. Precipitous deaths in two other patients 
with more chronic illnesses under similar cir- 
cumstances of dosage manipulation prompted the 
writers to recommend extreme care in the use of 
the drugs. Pinney and Harris!* described an 
acute case in which the diagnosis was established 
antemortem by lung biopsy. A sustained remis- 
sion was produced by the use of continuous 
cortisone therapy. They emphasized the need for 
early diagnosis and the institution of therapy 
while the reaction is still predominantly fibro- 
blastic. Success is obviously dependent on the 
use of an effective agent before significant scle- 
rosis has occurred, a fact which probably accounts 
for the universally poor results obtained by others. 
The value of surgical lung biopsy in this connec- 
tion is obvious. 
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Our experience with three cases of the chronic 
variety parallels the general experience of others. 
In all, the patient failed to improve significantly 
on adrenal steroids. Moreover, the abrupt down- 
hill course in the first case coincided with the 
substitution of a different type of preparation for 
the steroid already in use and strongly suggested 
to all observers, including the patient’s family, 
that the change had something to do with the 
outcome. 

While the lack of improvement in the face 
of an established fibrous process is understand- 
able, the mechanism responsible for the exacerba- 
tion of symptoms that can occur following altera- 
tion of the dosage is less clear. The role of pitui- 
tary insufficiency, atrophy of the adrenals and 
secondary infection seems unlikely.4* A more 
plausible explanation pertains to the limited re- 
spiratory reserve which these patients exhibit. In 
such a borderline state, a minor insult, for exam- 
ple, manipulation of a therapeutic agent, may be 
all that is required to upset irreversibly the al- 
ready precarious balance in favor of complete re- 
spiratory insufficiency. 

In any event, corticotropin and cortisone 
should not be administered indiscriminately for 
the treatment of diffuse indeterminate pulmonary 
disease. A correct diagnosis is desirable, and it 
should be appreciated that established fibrosis, 
which predominates in the majority of the cases 
of the Hamman-Rich syndrome, precludes an 
effective response to steroids. Once they are in- 
stituted, extreme caution should be exercised in 
any adjustment of dosage. 


Etiology 

Speculation on the etiology of the Hamman- 
Rich syndrome has run the gamut of most of the 
common causes of respiratory disease. A_bac- 
teriologic origin seems unlikely. No organism has 
been consistently isolated from the sputum, and 
an absence of stainable bacteria in pathologic 
specimens has been a universal experience. Simi- 
larly, history has not disclosed exposure to noxi- 
ous inhalants. 

Several cases reported have had interesting 
genetic implications. Peabody, Peabody, Hayes 
and Hayes!5 observed the disease in identical 
twin sisters. Since they had led widely separated 
lives for at least 25 years prior to the onset of 
their illness, the presence of some inherent ten- 
dency, rather than an exogenous factor, is likely. 
The disorder has been reported in brothers,!#-16 
who also had different environmental back- 
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grounds.* Thus, of the approximately 39 cases 
which have been reported from various parts of 
the world, a familial incidence has been apparent 
in four, a situation which is difficult to attribute 
to chance. 

One of the most popular hypotheses is that 
which proposes a viral etiology. The similarity of 
the pathologic changes of acute interstitial pneu- 
monia of viral origin to some of the more acute 
examples of the Hamman-Rich syndrome is strik- 
ing, and it has been suggested that such a recur- 
rent interstitial pneumonitis could initiate a dif- 
fuse fibrosis.17 Heppleston,1® on the other hand, 
has pointed out that the lesions in interstitial 
pneumonia have a distinctly focal distribution 
centered on the bronchiole, unlike that found in 
diffuse interstitial fibrosis. He further empha- 
sized that in acute interstitial pneumonia there is 
disruption of the elastica, which in diffuse inter- 
stitial fibrosis remains intact. Inclusion bodies 
have never been demonstrated, and a virus has 
never been isolated. Despite these objections, 
however, a virus etiology cannot be disregarded. 

The presence of eosinophils, a finding em- 
phasized by some workers,® is compatible with an 
allergic etiology. More tangible evidence of such 
a connection is provided by reports of toxic re- 
actions that have occurred under the influence of 
certain antihypertensive preparations. Morri- 
son1® described three patients in whom changes 
in the lung developed which were probably a com- 
plication of hexamethonium therapy for hyper- 
tension. All three had been improving satisfac- 
torily, radiologic signs of heart failure had disap- 
peared, and they had returned to active life when 
dyspnea suddenly developed. In contrast to pre- 
vious cardiac dyspnea, it was relieved by lying 
flat. Roentgen examination of the lungs reveal- 
ed bilateral opacities, and necropsy in one of 
the cases showed “extensive cornification.” In 
a report of the toxic reactions of Hyphex, a com- 
bination containing |-hydrazinophthalazine and 
hexamethonium, Morrow, Schroeder and Perry?® 
commented on the frequent occurrence of colla- 
gen disease on the one hand and a disorder re- 
sembling the Hamman-Rich syndrome on the 
other. Thus, there were five deaths from a con- 
dition identical pathologically with “acute inter- 
stitial fibrosis of the lungs.” 

The similarity between the microscopic ap- 
pearance of the Hamman-Rich syndrome and 
some of the pulmonary manifestations of the dif- 


*One of the cases of Wildberger and Barclay1* had been 
previously reported in detail,1* note being made then that the 
brother was ill with a clinically indistinguishable illness. 
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fuse collagen disorders has been the basis for the 
intriguing proposal that the former may represent 
a collagen disease localized to the lungs. Prac- 
tically identical histologic changes have been ob- 
served in the lungs of patients with scleroderma,* 
rheumatoid disease* and dermatomyositis.21 Lo- 
calization to one system, namely, the locomotor 
apparatus, has been the rule in rheumatoid dis- 
ease, and only in recent years has the frequency 
of visceral lesions been appreciated. Predominant 
or exclusive involvement of some other system, 
such as the lungs, is not beyond the realm of 
imagination. 

In summary, it may be stated that the etiology 
of diffuse interstitial fibrosis is unknown. One or 
more precipitating agents may be operative on a 
background of inherited predisposition to produce 
a histologic pattern not unlike that seen in the 
lungs of certain examples of the diffuse collagen 


diseases. 
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Discussion 


Dr. JacK Reiss, Miami: Dr. Anderson and Dr. Emmel 
are to be congratulated on the presentation of this ex- 
cellent paper. They reported three new cases of this 
unusual condition which they observed in less than one 
year. To date approximately 46 authenticated cases have 
appeared in the literature. Most of them have been re- 
ported since 1950. There are probably many more cases 
in the autopsy files of hospitals that have not been re- 
ported. The true incidence of the disease is therefore 
unknown. 

At the Veterans Administration Hospital in Coral 
Gables, there were 2,400 autopsies during the past 10 


’ years. Four cases of Hammon-Rich syndrome were diag- 


nosed, all of them in the years 1953 and 1954. They 
were not reported. 

Of all the problems in pulmonary diseases, there is 
probably none more challenging than the differential 
diagnosis of diffuse pulmonary lesions. The diagnostic 
possibilities are endless, clinical findings tend to be ob- 
scure, and seldom are the usual laboratory tests of any 
help. 

The diagnosis may be suspected on clinical grounds, 
but ultimately hinges upon the demonstration of the 
more or less typical microscopic picture in sections ob- 
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tained from lung biopsy or at autopsy. Biopsy should 
be performed early when treatment might be most ef- 
fective. Two essential requirements are the absence of 
any demonstrable etiologic organism and the lack of a 
significant acute inflammatory response. 

The various facets in the etiology of the disease have 
been well covered by the authors. There is no assurance 
that there is a single cause. There is no question that the 
problems relative to this disease will be resolved only by 
studying the pathogenesis of this syndrome. 

The management of this disease has been universally 
disappointing. The steroids may be useful in the acute 
fulminating cases and in those cases diagnosed early. In 
recent years publications indicate that a basically similar 
condition can be rapidly fatal or slowly progressive over 
a few years. Clinical features of great interest are the 
remarkable clearing of the lungs with ACTH or cortisone 
therapy and the equally remarkable recrudescence of the 
process on cessation of such therapy. Once steroids are 
instituted, a permanent maintenance might be the safest 
course to follow. Patients with chronic disease should 
probably not receive the steroid since the long-established 
fibrosis precludes fibrolysis. 

I thank the authors for the privilege of discussing 
their stimulating paper. 


Preliminary Report on Treatment 


Of Mongoloids 


CHARLES H. Carter, M.D. 


AND 
Matcorm C. MAtey, M.D. 
GAINESVILLE 


During the past few years there has been a 
renaissance of interest in mongolism. This has 
been evident from the numerous publications on 
this subject. Comprehensive studies by Benda,! 
Gilston? and Levinson, Friedman and Stamps* 
have described this disease entity, its variations 
and relationship to other diseases. Penrose* and 
Friedman® have discussed the etiology of mongol- 
ism, while Smith and McKeown® have described 
the prenatal growth of mental defectives. The 
morphologic study of a mongoloid newborn and 
related genetic problems have been described by 
Pecchiai and Bencini.? 

The metabolism of mongoloids, with special 
attention to cholesterol and lipoprotein levels in 
these children, has been clarified by Benda and 
Mann.® There has been further delineation of this 
problem as to iodine uptake by Friedman,® and 


other types of metabolic changes have been dis- . 


cussed by Simon, Ludwig, Gofman and Crook.1° 
Pennacchietti and Ferrio! have reported a fairly 
large series of electrocardiographic studies on 
mongoloids with special emphasis on cerebral de- 
velopment while the occurrence of convulsions in 
mongoloids has been described by Schachter.}2 


The problem of investigation in this disease 
entity has been outlined by Prichard, 13 but other 
than the report of Tatafiore!4 in 1952, the treat- 
ment in this disease has not been thoroughly dis- 
cussed. This does not imply any lack of interest 
but rather a necessity for greater effort towards 
vigorous attempts to correct this abnormality in 
its early phase. 

These publications do not constitute a survey 
of the literature on this subject. They demon- 
strate, however, that a tremendous amount of 
work has been done in this field and that con- 
tinued progress is being made. 

The purpose of this report is to present our 
preliminary results obtained in the treatment of 
mongoloid children with young calf pituitary ex- 
tract. This type of therapy was first suggested by 
Benda.! Initial dosage has been 1 grain daily, in- 
creased at two week intervals until tolerance of 4 
grains is reached. Tolerance is indicated by hyper- 
irritability. Treatment is started as early as pos- 
sible, in some instances as early as five days. 
We use Armour’s young calf pituitary. The pow- 
der is mixed with milk or food and is given at the 
longest -possible intervals. There has been no 
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problem in administration or tolerance. The only 
untoward reaction has been hyperirritability, 
which disappeared when the dose was decreased. 


Method 

Twenty-six monologoid children have been 
studied with this type of therapy. The majority 
of these children have been under the care of their 
private physicians and have been followed care- 
fully by us, with special attention to mental and 
physical development over long intervals of time. 
Several of these children have been started on 
treatment below six weeks of age and a number 
of them between the ages of two and eight 
months. Clinical judgment of the degree of in- 
volvement at birth has been given to us by the at- 
tending physician. In the majority of these infants 
psychometric testing was done with Cattell’s in- 
fant intelligence scale. 


Results 

Our observations should be interpreted only 
as preliminary impressions and not as completely 
controlled observations. Three patients appear to 
have developed a normal I. Q. range at the pres- 
ent time and have lost some of the mongoloid 
stigmas. In the remaining cases studied the results 
have varied from no real degree of I. Q. improve- 
ment to significant degree in others. Results as to 
I. Q. development and clinical impressions are 
summarized in table 1. Improvement is charted 


in table 2. 


Report of Cases 


Case 1—A premature infant, delivered at eight months’ 

gestation, was thought by the pediatrician to be mod- 
erately mongoloid at birth. Medication was started at 
seven weeks of age, consisting of 1 grain of calf pituitary, 
and was gradually increased to 3 grains by the time the 
child was four months old. The I. Q. rating at one year 
was 72. He has had several respiratory infections, has 
gained weight poorly, has poor muscle tone and has 
not developed too well physically. Mongoloid stigmas are 
still prominent, but it is thought that he is developing 
better than the average mongoloid according to the phy- 
sician. 
Case 2.—A full term child, whose birth weight was 
8 pounds and 6 ounces, appeared to be moderately mon- 
goloid. Treatment was started at seven weeks of age, 
consisting of 1 grain of young calf pituitary, and was 
increased to 3 grains at the end of two and one-half 
months. The child has developed extremely well. At the 
age of eight months most of the mongoloid stigmas had 
disappeared except the flat bridge of the nose and the 
eye signs. The estimated I. Q. at eight months was 110. 
He was tested at 14 months with an estimated I. Q. 
of 105. At 18 months the J. Q. rating was 98. The child 
has made excellent progress. He says 30 to 40 words and 
has had only one respiratory infection and no serious 
illnesses. He is an exceptionally alert child and is devel- 
oping rapidly. 

Case 3.—An infant, whose birth weight was 6 pounds 
and 8 ounces, appeared to be a moderately severe mon- 
goloid. Medication was started at five weeks of age. 
The patient has developed rapidly. He sat at five months, 





stood at eight months, walked at 11 months, and began 
to say words at 13 months. At two years of age, he had 
an I, Q. rating of 94 and had lost practically all of his 
mongoloid stigmas except the eye signs. At 30 months 
the I. Q. rating was 92. On roentgen examination, the 
hand appeared to be within normal limits. 

Case 4—A premature infant, delivered at eight 
months’ gestation and weighing 514 pounds at birth, 
apparently was only slightly mongoloid. He gained 
weight rapidly. Treatment, started at six weeks of age, 
consisted of 1 grain of young calf pituitary and was 
increased to 4 grains by three months of age. He has had 
no respiratory infections. The mongoloid stigmas appear 
to be fading. At six months of age his I. Q. rating was 
105; at nine months of age the rating was still estimated 
to be 105. At one year the I. Q. rating was 100. The 
child seems to be most alert and within normal limits 
in every way. 

Case 5——A child, delivered at term with a birth 
weight of 7 pounds and 2 ounces, was a moderately severe 
mongoloid, as diagnosed by the pediatrician. One grain 
of young calf pituitary was started at five weeks of age 
and increased to 3 grains by the end of the third month. 
He appeared to become more alert almost immediately 
and at four months of age had an estimated I. Q. of 86. 
At eight months the I. Q. was estimated at 88. Some of 
the mongoloid stigmas appear to be fading although ap- 
pearances are definitely mongoloid. 

Case 6.—A full term child, with a birth weight of 6 
pounds and 4 ounces, appeared at birth to be mildly 
mongoloid. She was given treatment, consisting of 1 grain 
of pituitary at three weeks of age, which was increased to 
3 grains by the end of the second month. She has had 
no skin infections or respiratory infections. The child 
was developing well at seven months and had an esti- 
mated I. Q. of 78. At one year the I. Q. was estimated 
at 80. 

Case 7—A full term infant weighed 6 pounds and 4 
ounces at birth. A congenital anomaly of the heart was 
present. The diagnosis was severe mongolism. The child 
was given treatment at six weeks of age, consisting of 1 
grain of pituitary, which was increased to 3 grains a day 
by the third month. The child has had no infections and 
appears to be developing well, although at five months 
the estimated I. Q. is only 58. Most of the mongoloid 
stigma is still present. 


About 25 patients, ranging in age from 16 
months to four years, have been treated in various 
cities. The mothers of most of the patients think 
they see varying degrees of improvement, but 
we are not optimistic about the results in them. 

A Pensacola pediatrician has been treating 
three children, one of whom was started on treat- 
ment at five days of age and is now a little over 
one year of age. The physician thinks that the 
muscle tone may be a little above the average for 
the untreated monogoloid. The physical activity is 
definitely retarded for the age. She has almost 
chronic respiratory infection. The I. Q. rating now 
is 71, which classifies this child as a mild mental 
defective. The I. Q. rating at the age of four 
months was 73. Treatment may have been worth 
while in this case, but it is still questionable. The 
next child, a severe mongoloid whose treatment 
was started at five months of age, has shown no 
improvement whatsoever. The third child reported 
on by this physician received treatment beginning 
at four weeks of age and is four months old at 





Table 1.— Summary of I. Q. Development and Clinical Imnraccianc 
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the time of this report. He has not definitely de- 
cided as to progress made by this child. 

A pediatrician of Orlando has been treating a 
child since approximately one month of age. In 
his opinion this child is making excellent progress, 
although more susceptible to respiratory infec- 
tions than the average child. He believes this 
child has done much better than the untreated 
mongoloid child. 

In Daytona Beach, another pediatrician has 
been treating a child since seven weeks of age. 
We have checked his I. Q. and found it to be in 
the neighborhood of 92. He is now two and one- 
half years old. 

A pediatrician of Gainesville has treated a 
mongoloid from six days of age. At one month 
this child had much better muscle tone and was 
much more active than the average untreated 
mongoloid. 


Discussion 


Though the rationale for calf pituitary therapy 
has not been established, it is believed that the 
growth-stimulating factors should be much more 
prevalent in calf than pooled pituitary. We are 
not able to explain our results since the majority 
of endocrinologists are of the opinion that oral 
pituitary is destroyed in the stomach. There is a 
uniform eosinophil response in the differential 
counts while treatment is being administered. 
This suggests absorption of calf pituitary extract. 
Certainly further investigation in this field is 
warranted by our preliminary findings. The oc- 
currence of three mongoloids with normal I. Q.’s 
and two others with low normal I. Q.’s might be 
explained by increased attention on the part of 
persons involved, but this would be unusual. Some 
increase in I. Q. may be explained by the in- 
creased physical activity of these children since 
much of the test results at this age depends on 
performance. 

These results indicate that a need for further 
study of metabolic and endocrine function in these 
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children is warranted. The types of mental and 
physical changes need further exploration. It may 
be that the avenue of investigation should be in 
studies of maternal metabolism and endocrine 
function during the prenatal period. Should this 
type of study prove productive it possibly would 
contribute toward eventual early detection of fac- 
tors conducive to and prevention of mongolism. 


Summary 

Young calf pituitary, in a dosage of 1 grain 
daily increased at two week intervals until 4 
grains is administered, has been given to mongo- 
loids over a period of approximately two years, 
with varying results. In this series three patients 
have developed to within the normal I. Q. range, 
and some of the mongoloid stigmas have dis- 
appeared. 

Clinical improvement observed in this pre- 
liminary study warrants continuation of this ther- 
apy and expansion of research along these lines. 
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Syphilis in Shakespeare’s Tragedies 


THEODORE F. HAHN Jr., M.D. 
DELAND 


Between 1601 and 1609 Shakespeare pub- 
lished a series of tragedies in which mental illness 
or mental changes were an integral part of the 
plot and produced some of the tragic results. 
Hamlet, the introvert, feigned schizophrenia, 
while Ophelia’s symptoms seem typical of that 
disease. In “King Lear” the old king suffered 
from senile dementia, while Edgar’s portrayal of 
insanity was so realistic that one feels his gibber- 
ish, his hallucinations and his delusions could 
only have been gained from actual observation of 
such a case. Othello’s pathologic suspiciousness 
brands him as a victim of a paranoid state, and 
in “Julius Caesar” are seen some of the results of 
the hero’s epilepsy. Lady Macbeth’s sleepwalking 
and amnesia suggest a hysterical state. 

The last play in this series of tragedies is 
“Timon of Athens,” in which an entirely different 
mental disease is portrayed. Timon is described 
in Shakespeare’s play as a vigorous, healthy, 
cultured and influential man, a military leader, a 
dictator who is given the complete rule of Athens 
to deliver it from the enemy, a man in whom 
there then develops a severe dementia, a dementia 
which is rapid and characterized by symptoms 
typical of those occurring in paresis. In the de- 
velopment of Timon, Shakespeare has also 
brought in many signs and symptoms of syphilis, 
a disease prevalent in his time. Other plays in 
which symptoms or signs suggestive of syphilis 
are mentioned are: ‘Measure for Measure” (Act 
1, Scene 2); “Troilus and Cressida” (Act II, 
Scene 3 and Act V, Scene 4); and “Henry the 
Fifth” (Act V, Scene I). 

In analyzing “Timon of Athens” from the 
medical viewpoint one finds in the hero a clinical 
picture of paresis, an intriguing and curiously 
accurate picture. This Timon is not to be con- 
fused, however, with the original picture of 
Timon, a character clearly defined by Plutarch,! 
treated with much charm and with justice to his 
wrongs in a dialogue by Lucian,? a hero who 
from the personage of an obscure Athenian 
misanthrope of the fifth century B.C. became a 
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traditional figure, a type or personification of 
misanthropy, adapted from Plutarch with only 
slight variations by a later writer,? and still 
later dramatized. Then Shakespeare infused him 
with new life, with tragic intensity and profundity 
of feeling, surrounded him by the darkness of 
human greed and ingratitude, and adorned him 
with magnificence in passages of scorn and sys- 
tematized delusions. 

This picture one sees of paresis in Shakes- 
peare’s Timon has little to do with the obvious 
meaning of the tragedy, for no tragic hero is the 
victim of merely a disease. The heroic nature is 
vigorous in its nobility, with a single or few 
weaknesses, as the jealousy of Othello (which 
assumes paranoid proportions only under the 
pressure of villainy), and its fall, as Lear’s mad- 
ness, is brought about not by its own imperfection 
alone, but by spectacular external circumstances 
comprising the dramatic action. In short, the 
development of Timon’s paresis is only a part of 
the tragedy of man with which Shakespeare con- 
cerns himself in his plays. The flaws in the 
nature of Timon he himself describes when he 
finds himself in debt after lavishing his wealth 
on his friends: “Unwisely, not ignobly, have I 
given.” 

This fault, however, in itself is relatively 
unimportant. It disturbs Timon himself very 
little. The tragedy lies in its effect on his friends. 
The senators of Athens, whom he has protected 
and served with his money and military leader- 
ship, the other friends, who have crowded his 
house and repeatedly professed their devotion 
to him, will surely save him from poverty (a 
serious mistake indeed); but they do not. His 
friends prove false. Therein, in their nature, lies 
the tragedy. Such is the central theme of the 
play, essentially a portrayal of human baseness, 
the parasitic nature of man and the perfidy of 
false friends, their effect upon a character both 
generous and ingenuous—a theme set forth in 
the first, the introductory scene: 

When Fortune in her shift and change of mood 


Spurns down her late beloved, all his dependants 
Which labor’d after him to the mountain’s top 
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Even on their knees and hands, let him slip down, 
Not one accompanying his declining foot. 


*Tis common: . . .6 


In his affluence, while he gave unwisely, him- 
self a model of the friend in need, Timon with 
naive faith in friendship, part and parcel of his 
excessive generosity, attributed to all men his own 
virtue, though the bitter wisdom of the surly, 
cynic Apemantus sounded a continual refrain of 
warning in his ear. When, with one excuse and 
another, the former recipients of his bounty, his 
former companions, refuse to help him: 

They have all been touch’d and found base metal, for 

They have all denied him.7 

Their evil so outweighs the good of his loyal 
steward as to obliterate it and to nullify its effect, 
just as the evil daughters of Lear overpower their 
one good sister. In his great disillusionment 
Timon rejects that “One honest man.”’® The 
shock of this disillusion, the impact of ingratitude 
on his too generous and confiding spirit, effects a 
transformation, even as the cruelty of filial in- 
gratitude ruins the too generous and confiding 
Lear. From extreme magnanimity, indiscreet, 
indiscriminate charity, all-embracing good will, 
he is then thrust by the worthlessness of his 
friends, the chief citizens of the city, into a state 
of extreme, all-inclusive misanthropy, terminating 
in the defeat of Athens by the banished Alci- 
biades, whom he assists as a means of revenge, 
and ending in his own death. That he loses 
judgment and experiences paranoid delusions does 
not detract from the main fact of the evil of 
man’s ingratitude, but serves better to emphasize 
man’s disregard and exploitation of weakness and 
sickness. 

This theme of predominant evil—though the 
play, because of its uneven quality, its frequently 
poor rhythm and imagery, and its inferior action, 
is usually assumed by literary critics to have been 
written in part by a less gifted playwright—is in 
accord with Shakespeare’s consistent despair. This 
lusty, clear-sighted despair is echoed throughout 
his tragedies, as in the welcome to Lear’s death, a 
relief that the old king be stretched out no longer 
on the rack of the world, or in Hamlet’s soliloquy 
of frustration. In Timon this theme of predomi- 
nant evil is continuous and it is integrated by the 
fact of Timon’s progressive dementia so that the 
play must have been written as a continuous proc- 
ess, one in which one sees the continuous clinical 
picture of syphilitic encephalitis. 

Turning now to consideration of the clinical 
picture, one focuses attention on quite a different 
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aspect of the many-sided playwright. Even a 
casual study of the plays reveals his remarkable 
knowledge of subjects medical and surgical, of the 
symptoms and progress of physical disease, even 
of psychopathology—an aspect of his universality 
of characterization, his penetrating and compre- 
hensive portrayal of the human scene, most in- 
teresting and significant to physicians. Numerous 
passages demonstrating this knowledge have been 
collected from his plays by Wainwright® and 
subdivided into the various medical branches 
which they seem to illustrate. Certain characters 
alone, such as Lear in his madness and the dis- 
tracted Ophelia, appear to be prototypes of the 
afflicted. 

Whether Shakespeare understood in the aca- 
demic sense all the medical data that he used, or 
whether he borrowed his information from sources 
at hand—the heterogeneous mass of literature 
from which he derived material, or the physicians 
themselves with whom he was acquainted!°— it 
is evident that he knew the facts of disease as 
they influence human behavior. With astounding 
insight, he even evokes psychotherapy: 


Canst thou not minister to a mind diseased, 

Pluck from the memory a rooted sorrow, 

Raze out the written troubles of the brain, 

And, with some sweet oblivious antidote 

Cleanse the stuff’d bosom of that perilous stuff, 

Which weighs upon the heart ?11 

The frequency of his mention of medical mat- 
ters provides ample proof that much of the med- 
ical lore and superstition of his day was familiar 
to him. In “The Tempest” an acquaintance with 
tuberculosis is suggested: “As if it had lungs and 
rotten ones.”!2 Lines in “Julius Caesar,” ‘printed 
in 1623 in the same folio with ‘Timon of Athens,” 
describe the circulation of the blood back to the 
heart!3—a most recent discovery, for Harvey’s 
views on the movements of the heart and blood 
were first made public in his course of lectures 
begun in 1616 at the Royal College of Physicians 
in London, though his “Exercitatio anatomica de 
motu cordis et sanguinis” was not published until 
1628. 

References to the manifestations of syphilis 
are numerous, attesting its prevalence in Shake- 
speare’s time. About 1500 or earlier, it had ap- 
peared as a new disease or a highly active form of 
an old one. Whether or not it had been brought 
back from the West Indies by Spanish sailors 
with Columbus is beside the point. It spread 
from Italy, where the soldiers of Charles VIIT of 
France carried it to Naples, then throughout 
Europe, so widely that one observer wrote: “It 
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involved the Pope on his throne to the humblest 
workman.”!4 Following the first description by 
Leonicenus!® and a description by Astrock, it 
became more and more a subject of general dis- 
cussion. About 1530 Fracastorius, an Italian phy- 
sician, published his poetic description of the 
symptoms in a shepherd called ‘“‘Syphilus,” whence 
the disease takes its name. By 1600 it had be- 
come still more widespread, pursuing the course 
of unusual severity characteristic of an infectious 
disease occurring among a people unprotected by 
any previous infection with it. It is, therefore, 
not difficult to assume that Shakespeare may 
have known personally people in whom paretic 
dementia developed. This type of insanity, in the 
light of purely medical analysis, a narrowly 
specialized examination of the subject, seems re- 
flected in this character, Timon. 

While fully discounting the flamboyance of 
Elizabethan diction and the necessity for over- 
emphasis in the drama, one discerns in Timon’s 
extravagant generosity, fantastic, pathologic ele- 
ments: 

He pours it out... 

No meed, but he repays 

Sevenfold above itself; no gift to him, 


But breeds the giver a return exceeding 
All use of quittance.16 


He imagines the pleasure of lavishing even more: 


Methinks, I could deal kingdoms to my friends, 
And ne’er be weary.17 


while his steward complains: 


He commands us to provide, and give great gifts, 
And all out of an empty coffer: .. . 

His promises fly so beyond his state 

That what he speaks is all in debt; .. .18 


and Apemantus comments: 


O you gods, what a number of men eat Timon, and 
he sees ’em not! It grieves me to see so many dip 
their meat in one man’s blood; and all the madness is, 
he cheers them up too.19 
Grandiose ideas, a failure to grasp reality, a pro- 
nounced exaltation—symptoms typical of paresis, 
not the simple dementing type but the grandiose 
form—are clearly apparent. To one familiar with 
the usual case of this form of syphilitic encephali- 
tis, the picture of progressive paretic dementia, 
seemingly condensed here for purposes of the dra- 
ma, is amazing in its accuracy. 

As if the syphilitic spirochete, Treponema pal- 
lidum, were indeed destroying his brain cells, 
Timon further furnishes abundant evidence of 
mental deterioration, so strongly suggestive are 
his actions. He speaks of friendship with what 
might be called all the maudlin sentimentality of 
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an enfeebled mind and an almost paranoid self 
satisfaction. His words, his views, so frequently 
childish, are scarcely credible in a man of his 
years and experience unless one bears in mind the 
fact that it is usually in middle age that paresis 
manifests itself. Oblivious, blind to the most 
obvious frauds, divorced from reality, 


There is no crossing him in ’s humor . . .20 


He neglects his affairs, and refuses to believe his 
steward when informed of his dwindling fortune. 


No care, no stop! so senseless of expense, 

That he will neither know how to maintain it, 

Nor cease his flow of riot: takes no account 

How things go from him, nor resumes no care 

Of what is to continue . . .21 

These warnings of Flavius fall on deaf ears. 
What is evident to others Timon cannot see, his 
own condition least of all—a lack of insight noto- 
rious in one who suffers from grandiose paresis. 

Equally symptomatic, as the drama develops, 
are his emotional instability and lack of self re- 
straint. At the mock banquet (of water) to which 
he invites his former friends, he showers on them 
furious abuse, and the water and dishes as well. 
He disintegrates rapidly, giving way to wild rage 
and violence. In his failure to recognize his stew- 
ard, one perceives his loss of memory. In the 
coarseness of his speech—a coarseness not extreme 
by the liberal Elizabethan standards, but far out 
of keeping with his customary gentleness as an 
aristocrat—one finds further disintegration. Sa- 
distically, he rails at the courtesans of Alcibiades: 


This fell whore of thine 
Hath in her more destruction than thy sword, 
For all her cherubin look .. .22 


Be a whore still: they love thee not that use thee; 
Give them diseases, leaving with thee their lust. 
Make use of thy salt hours: season the slaves 
For tubs and baths; bring down rose-cheeked youth 
To the tub-fast and the diet.23 


Timon further waxes incoherently eloquent: 


Matrons, turn incontinent! 

or 

. . . to general filths 

Convert o’ the instant, green virginity 
or 

Maid, to thy master’s bed; 

or ; 

Son of sixteen, 

Pluck the lined crutch from thy old limping sire, 
With it beat out his brains! 

or 

Lust and liberty 

Creep in the minds and marrow 

of our youth. . 

or 


Itches, blains, 
Sow all the Athenian bosoms; and their crop 
Be general leprosy !24 
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He talks insanely, yet he values himself highly: 


But myself, 

Who had the world as my confectionary, 

The mouths, the tongues, the eyes and the hearts ot 

men 

At duty, more than I could frame employment, . . .25 

After such outbursts he is repeatedly labeled 
by those who observe him as a madman, until 
“full of decay and failing”*® he succumbs to sud- 
den death. 

Not only are the findings here ample for a 
diagnosis of paresis, but the most violent dramatic 
form of the disease is here uncannily though, 
without a doubt, unintentionally pictured. Cer- 
tainly, paresis as a clinical entity was not de- 
scribed in the time of Shakespeare. That the pres- 
ence of the disease paresis is superfluous to the 
tragedy as a whole can be admitted, particularly 
when one reads some of the passages describing 
syphilitic symptoms which actually have no effect 
on the over-all plot, such as: 

Consumptions sow 

In hollow bones of man; strike their sharp shins, 

And mar men’s spurring. Crack the lawyer’s voice, 

That he may never more false title plead, 
Nor sound his quillets shrilly; hoar the flamen, 
That scolds against the quality of flesh, 


And not believes himself: down with the nose, 
Down with it flat; take the bridge quite away. . .2 


or 

. . . make curl’d-pate ruffians bald; 

And let the unscarr’d braggarts of the war 

Derive some pain from you: plague all; 

That your activity may defeat and quell 

The source of all erection.28 
Actually, for the purposes of the play, Timon as a 
clearcut character of an overly generous man 
whose wits are “drowned and lost in his calami- 
ties’? would suffice. The fact, however, of his 
having been described as a victim of paranoid 
dementia at the same time that many overtones 
of syphilis are thrown into the description can 
only suggest that Shakespeare thought that the 
disintegration of the hero would be much more 
striking and much more calamitous by this addi- 
tion of the paretic state, thus giving Wainwright 
the argument that the whole play was written 
by Shakespeare, not by lesser playwrights in the 
last three acts, as many critics have insisted. 


- 
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Shakespeare must have observed persons once, or 
perhaps several times, with symptoms of paresis 
and in his creation of the character of Timon 
blended his observations. The resemblance is so 
striking that were a skillful actor to simulate in 
the part certain physical manifestations of the 
disease—tremors and speech defects—the picture 
would certainly be complete. 

One can assume, for the sake of argument, 
that Shakespeare recognized that certain syphili- 
tic processes lead to a type of insanity which is 
now Called paresis, and this argument, of course, is 
well documented by the descriptions and the 
speeches of Timon. Nevertheless, it is equally argu- 
able that Shakespeare merely used symptoms 
of syphilis and paresis to emphasize the de- 
struction of a personality by the overwheltiing 
evil of the world and men, a necessary attri pute 
for the heroic state in the play. If, however, one 
keeps in mind the protean nature of the disease, 
paretic dementia, the uncanny ability of Shake- 
speare to describe medical subjects, and his great 
interest in mental disease, the play “Timon of 
Athens” becomes, not a partial work of Shake- 
speare, not a lesser play, but a classic, a source 
book for students of the history of syphilis. 
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Office Study of the Infertility Problem 


JouHN J. FisHer, M.D. 
JACKSONVILLE 


One portion of the general field of gynecology 
that has shown great progress during the past two 
decades is that of the study and treatment of the 
relatively sterile, or infertile woman. So much 
attention has been accorded this problem that the 
care of the infertile couple has become almost a 
subspecialty of its own. Such specialization should 
not deter the practicing gynecologist from en- 
gaging in this type of work; nor, in communities 
where no gynecologist practices, deter the gen- 
eral practitioner from helping infertile couples. 
Although these patients are not ill, they number 
among their group the most appreciative of all 
patients; and many complaints of a psychosomatic 
nature are assuaged, or indeed dissolved by the 
happy occurrence of a successful conception. 

At the same time, it behooves the physician 
who assumes the study of one of these problems 
to devote to it a sufficient amount of time as 
well as training. In few other instances is an in- 
sufficient amount of attention more harmful, as 
a half-performed study may often lead to early dis- 
couragement, and the failure later to seek more 
complete assistance at competent hands for this 
complaint. If adequate physician time or interest 
for a complete work-up is not available, the pa- 
tient is best served by referral to that physician 
who owns these equally precious qualities in ad- 
dition to the necessary training. 

Many plans and procedures have been advo- 
cated for the study of the infertile woman. The 
plan proposed here combines the advantages of 
thoroughness with the attributes of systematic 
ease and relative inexpense. Throughout this pa- 
per I have avoided any discussion of the treat- 
ment of the infertility problem, this being in it- 
self an equally large field of endeavor, although 
dependent throughout upon the results of the di- 
agnostic study. 

The proposed infertility study is arranged over 
a course of five office visits, four visits following 
the original consultation and statement of the 
problem. The patient is allowed the opportunity 
to become pregnant throughout most of the study, 
which happy circumstance would make the later 
visits totally unnecessary. 


Initial Consultation 


At the time of the first visit a complete his- 
tory is taken, with especial interest as regards ill- 
nesses, injuries, or operations. A complete physical 
examination is also performed, with interest cen- 
tering in constitutional deficiencies which would 
possibly affect fertility. Elaboration on this poirit 
is not necessary. 

A careful pelvic examination is included, and 
any deviation from normal pelvic development and 
anatomy is noted. The cervix is especially re- 
garded from standpoints of position, stenosis, and 
inflammation. The cervix is sounded if the uterus 
is firm and small and the last menses within the 
preceding two weeks; otherwise, this procedure 
is left to a subsequent visit. 

The patient is returned to the consultation 
room, and the results of the examination are ex- 
plained, with particular emphasis on normalcy 
when present, but equal recognition of poor prog- 
nostic findings. If the condition of absolute ste- 
rility has been uncovered, the study ceases. If a 
correctable pelvic pathologic condition exists, 
this is attended to before continuance. 

Following reassurance to the patient that the 
necessary anatomy is present and apparently nor- 
mal, the physiology of reproduction is outlined 
and the further study thereof explained. The cost 
of the visits is discussed frankly. If the patient 
desires to undergo the remainder of the study, 
she is given a basal temperature chart with in- 
structions to keep this from the viewpoint of a 
factual reporter only, to bring it with her on each 
subsequent visit, and to attempt to draw no con- 
clusions of any kind from this chart. She is further 
instructed to telephone the office on the first day 
of her next menses, at which time she is given 
an appointment for the fourteenth day of her 
cycle, or the fourteenth day premenstrual to the 
following expected menses. If she should skip 
her next menses, she is told to arrange an examina- 
tion three weeks later for a possible diagnosis of 
early pregnancy. 

If the patient does not wish to undergo the 
proposed study, the consultation is regarded as a 
routine examination. The patient is advised to 
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return for routine check-up examinations, and 
during the interim between visits both physician 
and patient hope for a spontaneous solution to 
her problem. It might be added that for some 
reason, possibly a psychosomatic one rather than 
a purely statistical one, pregancy follows no study 
or treatment other than the original consultation. 


Second Visit, Cervical Mucus Evaluation 


At the second visit, the patient is placed on 
the examining table, having been instructed when 
she called to make the appointment to have had 
intercourse within six hours, and preferably two 
hours, before her office appointment. There should 
be no precoital or postcoita! douche and no med- 
ication or contraception. A bivalve speculum is in- 
troduced, and the cervix wiped dry with a clean 
cotton ball without medication. A smooth thumb 
forceps is introduced into the external os, and 
cervical mucus is obtained by a twisting motion, 
placed on a slide, and examined immediately un- 
der the microscope. The patient is kept on the 
table in case of a poor specimen, when a second 
specimen is taken, or for a recheck pelvic ex- 
amination to confirm that of the initial visit. At 
this time the cervix is sounded. She is then re- 
turned to the consultation room. 

If the specimen shows 20 to 50 active sperm 
per field, it is assumed that the husband is con- 
tributing his share, and that the technic of coitus 
is satisfactory. If the cervical mucus is below par, 
the husband is referred to a urologist for infertility 
study, and there is further investigation into the 
coital technic employed, which otherwise is only 
touched upon. Further work-up awaits the report 
of the urologist in this event. 

Assuming a good specimen, the patient is re- 
assured, any questions raised by the foregoing 
work-up are answered, and the basal temperature 
chart is examined. The patient is instructed to 
call with the next menses, at which time appoint- 
ment will be given for the twelfth day of the cycle, 
or the sixteenth premenstrual day. 


Third Visit, Rubin Test 


The patient makes the third visit on the six- 
teenth day preceding her expected menses, follow- 
ing at least four days of abstinence from inter- 
course. Pelvic examination is performed following 
examination of the basal temperature chart, the 
physician being careful to note the size and the 
position of the fundus. The Rubin test is then 
performed in the usual manner with carbon di- 
oxide gas, confirming the visual positive result 
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on the gauge by auscultation and the shoulder 
pain sign. 

If the result is a negative one, the procedure of 
the third visit is repeated. With a second nega- 
tive result, roentgen investigation by means of 
hysterosalpingography is recommended. 

If the result is positive, the patient is advised 
that the optimum time for intercourse now exists, 
and that there should be coitus on the next three 
or four nights, or more if possible. There should 
be an interval of another month without further 
investigation if pregnancy does not ensue. The 
month following, the patient should abstain from 
marital relations, and an endometrial biopsy 
should be scheduled for two to three days before 
the next expected menses. If there is reason in the 
individual case to hesitate losing even this one 
month from exposure to pregnancy, the biopsy 
can be scheduled for the first day of menstrual 
flow in either of the succeeding months. 


Fourth Visit, Endometrial Biopsy 

At the time of the fourth visit, the patient is 
prepared for examination while the basal tempera- 
ture chart is reviewed. Endometrial biopsy is 
performed, with or without an accompanying vag- 
inal smear. With the Novak curet, this is no more 
of a procedure than the Rubin test. This is also 
a good time to perform a cautery of the cervix, 
if indicated. The patient is given an appoint- 
ment to return following her next menses unless 
cautery has been performed, in which event the 
appointment is made for three weeks following. 


Fifth Visit, Summarization Consultation 

At the fifth visit, the patient has a general 
summarization of the results of the entire investi- 
gation explained to her. There is an attempt 
made to give her a fertility quotient. The weak 
points in her fertility makeup are discussed at 
some length, and the treatment program outlined. 
In a small number of cases the results of study 
to this point will have pointed in the direction of 
one unusual or a combination of unusual factors 
which dictate specialized and advanced study. 
This is on the borderline of therapy in itself, and 
beyond the scope of the present discussion. 


Summary 
A simplified method of the office study of the 
infertile woman is presented that is adaptable to 
the average private practice of gynecology. The 
entire study outline as well as a simplifed explana- 
tion of the physiology of reproduction is presented 
to the patient at the initial visit, in order that 
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she may understand exactly what is entailed. It is 
explained that the entire study must be per- 
formed, since often there is a combination of 
factcrs present to account for the infertility. Nat- 
urally, conception may occur at any time through- 
out the progress of the study, and the remainder 
precluded. No attempt is made to elaborate on 
the deviations from the basic study pattern oc- 
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casionally indicated, nor to discuss the therapeutic 
aspects of this subject, an equally large topic 
in its own right. It should be emphasized that a 
thorough understanding of the entire subject be 
transmitted to the patient in order to obtain 
complete cooperation on her part and the full 
benefits of the psychosomatic component. 
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Labor With Emphasis on Stage | 


FREDERICK C. ANDREWS, M.D. 
MOUNT DORA 


The advent of new agents for stimulating labor 
makes it necessary for the physician to re-evaluate 
its management. More and more it is becoming 
the fashion to induce labor in the expectant moth- 
er as she approaches term or to stimulate the 
“sluggish” labor or primary inertia. These pro- 
cedures carry with them certain dangers. 

This article probably could more appropriately 
be said to deal with the conduct of the physician 
during labor rather than the “conduction” of 
labor. Its purpose is to stress primarily stage I, 
that portion of labor that all too frequently the 
physician fails to observe. He leaves the pa- 
tient in the care of the nurses, orders medication 
over the telephone and makes his appearance at 
the more active and stimulating phase of labor, 
stage II. During stage I the course of stages II 
and III is plotted, and it is here that the final out- 
come of the pregnancy usually can be determined. 

The onset of stage I is signified by uterine 
contractions occurring at regular intervals. These 
may commence spontaneously or be induced. 

The spontaneous onset of stage I may be either 
of good quality, consisting of strong contractions 
occurring at eight minute intervals, then dropping 
to five minute and three minute intervals, lasting 
at least 40 seconds with progressive effacement 
and dilatation of the cervix, or it may be sluggish 
with short contractions 30 seconds or less in dura- 
tion occurring at irregular intervals varying in 
length from 15 minutes to three minutes. There is 
no progress in the effacement or dilatation of the 
cervix. Fundal dominance is absent.? 

In the “sluggish” or hypotonic type of labor, 
much can be done to help shorten the time the 
expectant mother spends in stage I. Often a minim 
of Pitocin given subcutaneously is sufficient to 


cause the uterus to enter into a labor of good 
quality with contractions occurring at three min- 
ute intervals and lasting 40 seconds or longer. 
The contractions obtained are frequently extreme- 
ly hard, near tetanic in character; they relegate 
the method to selected cases which should be in 
multiparas with a well effaced, “ripened” cervix 
dilated 4 cm. with the vertex well down in the 
pelvis and the membranes already ruptured. 


Method of Administering Oxytocics 


Giving Pitocin or oxytocics subcutaneously or 
intramuscularly in this stage carries with it dan- 
gers which can be circumvented by giving the 
substance intravenously. One is not able to con- 
trol the patient’s “pick-up” of the medication from 
the site of the injections; therefore, the desired 
effect may not be obtained. 

The most satisfactory and safest method that 
the physician may use to aid and stimulate the 
progress of labor at this stage is the administra- 
tion of Pitocin intravenously.2 This also applies 
to other medications which are given, such as 
Demerol and scopolamine. The response is more 
readily controlled when the drug is given intrave- 
nously. A 1:5,000 solution of Pitocin is preferable 
to the 1:1,000 solution, for I have found that the 
control of the more dilute solution is easier at the 
onset and up to 40 minims per minute may be 
given.* With a stronger solution no more than 
8 minims per minute should be given. 

Regardless of the method used, the physician 
who is responsible for the course of the labor 
should be with the patient. During the first 30 
minutes of induction he should have one hand on 
the abdomen and the other ready to stop the 
Pitocin if the contractions become too strong. 
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This procedure should be carried out for at 
least the first 30 minutes. The patient should be 
followed closely by the physician throughout the 
period that she is receiving the Pitocin. Unless 
the physician is attending the patient continuously, 
adequate control is not obtained, and accidents 
may result. 

Prior to giving Pitocin by either of these 
methods, it is wise to carry out a few simple pro- 
cedures: 1. Wipe the membranes away from the 
cervix. 2. Rupture, if possible, the membranes. 
Often this is enough to stimulate the “sluggish 
uterus” into an active procedure. Occasionally, 
there is no fluid between the oncoming head and 
the membranes, or the cervix may be posterior, 
which makes rupture of the membranes difficult. 
In such cases, merely wiping the membranes will 
usually suffice. This, of course, requires the phy- 
sician to be standing by and managing the case 
rather than the nurse assigned to the labor room. 


Induction of Labor 


The physician who embarks upon an induc- 
tion of labor should well consider the state of the 
patient and fetus prior to induction. The patient’s 
emotional status as well as physical condition 
must be considered. If certain criteria are ful- 
filled, the induction can be undertaken fairly 
safely. If not, then one is assuming the respon- 
sibility of added risks against a satisfactory out- 
come. 

The requirements that are necessary for in- 
duction of labor are a vertex presentation at mid 
pelvis with a well effaced cervix dilated 2 to 4 cm. 
and with the membranes either stripped from the 
cervix or ruptured. If the membranes are not 
already ruptured, then they should be manually 
ruptured as soon as possible. Labor should then 
terminate in six to eight hours. 

Here again a 1:5,000 dilution of Pitocin is 
preferred because of the ease with which it can 
be controlled. The physician should be with the 
patient throughout the first portion of the induc- 
tion, one hand resting on the abdomen to feel the 
uterine activity and the other used to control the 
flow of Pitocin, gradually increasing it as is in- 
dicated to him through his hand on the uterus. 
Contractions should be approximately 45 seconds 
in duration at three minute intervals. 
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Too rapid a flow of Pitocin may produce one 
or more of the following conditions: uterine te- 
tanic contractions; rupture of the uterus; lacera- 
tion of the cervix, vagina and perineum; or fetal 
damage. 

It is advisable to use a Y tube with a bottle 
of 5 per cent dextrose in water in tandem with the 
Pitocin solution. This setup allows fluids to be 
given to keep the vein open if the Pitocin is tem- 
porarily discontinued. 

If tetanic contractions or Bandl’s ring occurs, 
the Pitocin should be stopped. Deep anesthesia 
with ether will often cause the uterus to relax. 
Ether requires 10 to 30 minutes to give, depend- 
ing upon the previous medication that the patient 
has received. Magnesium sulfate, 1 Gm. in 20 cc. 
of diluent, given intravenously is a much easier 
method.* Often amyl nitrite, when inhaled, will 
relax the contracting ring. 

With rupture of the uterus, rapid surgical in- 
tervention is indicated. Lacerations of the cervix, 
vagina or perineum are usually not detected un- 
til after the end of stage II or III. These, of 
course, are repaired. The damage to the infant 
may be apparent early or may not be detectable 
until long after the delivery. 

It is important to remember that the use of 
Pitocin brings increased responsibility for the phy- 
sician who desires to use it in his armamentarium. 
Pitocin is a powerful agent and should be handled 
with respect. It should not be used with a laissez- 
faire attitude. Above all, the patient should be 
under the constant supervision of the physician. 

Summary 

This article deals principally with the conduct 
of labor during stage I. ; 

Emphasis is placed upon the physician’s re- 
sponsibilities during this stage of labor with spe- 
cial emphasis on the proper use of Pitocin. 
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Traumatic Torsion of the Lung. By De- 
Witt C. Daughtry, M.D. New England J. Med. 
256:385-388 (Feb. 28) 1957. 

Torsion of the lung is a rare complication of 
thoracic trauma. Its diagnosis should be sug- 
gested by crushing or compression injury of the 
lower thorax associated with the early x-ray find- 
ing of a vascular pattern that radiates superiorly 
and laterally, with rapid disappearance of breath 
sounds and prompt progression to a homogeneous 
density of a ground-glass type. 

A case of traumatic torsion of the lung in a 
seven year old girl is reported in which the pa- 
tient survived after extensive surgery and is in 
excellent condition. The one remaining segment 
of the left lung occupies most of the left side of 
the thorax and is apparently serving a useful 
purpose. There is some experimental and clinical 
evidence that lung growth takes place in a child 
seven years of age. Serial pulmonary function 
studies will appear in a subsequent report. The 
only other reported case terminated fatally. 
Early recognition of what seems to be a diag- 
nostic x-ray sign should alert one to proceed 
with operation before irreversible pulmonary 
changes have occurred. 

In addition to the salient features of diagnosis, 
the pertinent differential diagnoses are discussed. 
A theory of the mechanism of torsion of the lung 
is proposed. 


Removal of Urethral Calculi by Johnson 
Stone Basket. By Raymond J. Fitzpatrick. J. 
Urol. 77:377-381 (March) 1957. 

A simple method for the removal of impacted 
or obstructing urethral calculi under 2 cm. in 
diameter is proposed. Three cases are presented 
in which calculi impacted in the urethra were 
readily extracted at the office by means of a John- 
son stone basket attached to a 33 cm. woven ure- 
thral filiform (No. 56 thread). A finger should be 
inserted into the rectum for stones in the prostatic 
urethra, or the stone should be grasped between 
the thumb and index finger when located in the 
more accessible portions of the urethra, as simul- 
taneous basket manipulation with the opposite 
hand is accomplished. The procedure may be per- 
formed under topical anesthesia with or without 
trilene analgesia. The size of the stone and the 
existence of an urethral caliber estimated to be 


adequate for its passage should be known before 
one attempts to ensnare and extract it. Calibra- 
tion should extend down to the stone but not 
beyond it for fear of possibly pushing the cal- 
culus back into the bladder. For calculi greater 
than 1.0 cm. in diameter, it is suggested that the 
capacity of the basket cage be increased by out- 
ward bending of its wires. Whether meatotomy, 
urethrotomy or endoscopy is indicated depends 
upon each individual case. 

After the preparation of this paper, five of 
several calculi found on routine urethral calibra- 
tion, none of which was obstructing the urethra, 
were readily removed by this method from the 
prostatic urethra of a patient awaiting admission 
to the hospital for urologic surgery. The largest 
of the stones was 1.2 cm. in diameter. 


Segmental Liver Revascularization. AN 
EXPERIMENTAL Stupy. By H. Clinton Davis, 


M.D., and Irwin S. Morse, M.D. A. M. A. Arch. 
Surg. 74:525-527 (April) 1957. 

Since Vineberg’s observation that implanta- 
tion of the internal mammary artery into the 
myocardium will result in collateral circulation 
had not been experimentally applied to other or- 
gans, this study was undertaken for investigative 
purposes in the hope that it might lead to a meth- 
od of segmental arterialization of the liver in 
which both a revascularized lobe and control lobes 
could be evaluated in the same animal. The 
method employed and the results obtained are 
described. It is concluded that direct implanta- 
tion of the splenic artery into a normal canine 
liver lobe can result in endothelial proliferation 
and collateral circulation with hepatic vessels. 
From a quantitative standpoint the amount of 
collateral anastomoses created by this technic in 
normal liver tissue is not impressive. 


Experiences in Intravenous Urography 
Using Hypaque. By Benedict R. Harrow, 
M.D. Am. J. Roentgenol. 75:870-876 (May) 
1956. 

A new urographic agent, containing 59.9 per 
cent iodine with 3 iodine atoms per molecule, 
was introduced in 1954 under the name of Hy- 
paque. In the study reported here, this medium, 
supplied as a 50 per cent solution, was used in 
a series of 50 patients, half receiving 30 cc. and 
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half receiving 60 cc. It was concluded that this 
agent was an excellent, almost ideal, urographic 
substance with minimal side reactions, and yet 
with roentgenographic densities equal to urokon, 
when equivalent molecular loads are utilized. 
No pain in the arm occurred with slow injec- 
tions. No proteinuria or crystalluria resulted 
even after the 60 cc. dosage. 

The urine concentration of all organic iodides 
is limited to a 0.2 molar concentration no matter 
how great the molecular load. Hypaque results 
in a decreased hydrogen ion concentration of the 
urine in contrast to other organic iodides, per- 
haps because of the inhibition of renal carbonic 
anhydrase. Some of the osmotic relationships in 
excretion are discussed. 

The most important factor in obtaining ex- 
cellent -urograms, the author observes, is the 
proper use of adequate compression for two min- 
utes. Most technicians do not understand the 
factors involved so that poor filling is obtained, 
leading in most hospitals to discontinuance of 
this valuable procedure. The physician in charge 
must take an active interest in teaching the 
correct intravenous pyelographic procedure to 
technicians. 
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The Clinical Problem of Adiposity of the 
Heart and Cardiac Enlargement of Un- 
determined Etiology. By H. J. Roberts, M.D., 
F.C.C.P. Dis. of Chest 31:84-92 (Jan.) 1957. 

In this report, the problem of fatty infiltration 
of the heart is discussed, and a probable case of 
adiposity of the heart diagnosed clinically in a 
living 30 year old man is presented. The patient’s 
asymptomatic cardiomegaly decreased radiographi- 
cally but slightly after six months, even with de- 
cided reduction in weight. The author observes 
that this entity, which to his knowledge has here- 
tofore been only a postmortem diagnosis, should 
be suspected in patients demonstrating unexplain- 
ed cardiomegaly in the presence of a recent rapid 
and profound gain in weight and in the absence of 
the stigmata of the other causes of heart disease. 
The condition may be either asymptomatic or 
manifested by heart block and congestive heart 
failure. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 241, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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A Trend Toward Less Hospitalization? 


Until the late nineteenth century, the hospital 
was generally viewed as a pest house or as a 
suitable place for the confinement of patients in 
the terminal stage of illness. Surgical and nursing 
technics were of such a nature as to discourage 
rather than encourage the use of the hospital. 
In the past 75 years, however, this picture has 
changed completely. Improved technics have 
made the hospital a “safe” place, and Blue Cross 
and other insurance plans have helped to fill our 
hospitals to overflowing. This trend toward ac- 
ceptability has become so general, in fact, that 
the number of hospital beds per 1,000 population 
has become one of the indices of a community’s 
health — or, at least, of its concern for health. 

There are beginning signs, that 
such an index may become less reliable in the 
future. Two examples — both within Florida — 
will suffice to illustrate this fact. Several decades 
intervened between the time when tuberculosis 
was seen to be a major health problem and that 
when the provision of an adequate number of 
specialized hospital beds for tuberculous patients 
was thought to be economically possible. The first 
state hospital for the treatment of tuberculosis 


however, 


in Florida was opened 20 years ago; almost 15 
additional years were required before the goal 
of a complete state system of such hospitals was 
achieved. (Few States, incidentally, have made 
comparable progress in this area.) Even before 
the last of these hospitals was opened, however, 
the picture was changing. Better medical care, 
improved economic conditions, more adequate 
case finding methods, more diligent search for 
infected persons, and a more general knowledge 
of health and illness — all of these contributed 
to a decided decline in death rates from tubercu- 
losis. 

Almost coincident with the completion of 
the tuberculosis hospital system was the avail- 
ability of new drugs to shorten the period of 
necessary hospitalization and to make home care 
and treatment medically, economically and social- 
ly feasible. Disagreement still exists as to 
the length of time the person with tuberculosis 
should remain in the hospital, but the fact re- 
mains that in Florida, as elsewhere, there is less 
need for hospital beds for this disease, and that 
the hospital censuses are declining. For tubercu- 
losis. at least, we have arrived at a point where 
the number of beds devoted to patients with this 
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disease is neither an adequate index of the rela- 
tive freedom from the disease nor of the effi- 
ciency of measures being undertaken as treat- 
ment. 

A comparable development in the area of men- 
tal disease is apparently in its initial stages. The 
feverish building of facilities for care of the 
mentally ill has been the recent answer to our 
self castigation for the past neglect; the ratio of 
psychiatric beds to population has become an 
important index in measuring both sensitivity to 
the problem of mental illness and the extent of 
treatment. As in the case of tuberculosis, however, 
new concepts of treatment and new therapies 
have now appeared; these give more than casual 
promise of decreasing the hospital stay of many 
psychiatric patients, and of shifting the site of 
treatment to the psychiatrist’s or even the gen- 
eral practitioner’s office and to the patient’s 
home. 

Nor should we think only in terms of special 
purpose hospitals in this connection. In the case 
of general hospitals similar factors have been at 
work. Modern medical technology has reduced 
radically the average stay of a patient, and many 
persons are now treated in the physician’s office 
who formerly would have required hospitaliza- 
tion. 

The need for additional hospital beds is not a 
spurious one, however. The dramatic increase in 
population, improved economic conditions and 
insurance coverage of hospital care have together 
greatly increased the demand for hospital beds. 
The alertness to need and demand for more medi- 
cal care on the part of the general public is real. 
What, then, is the challenge to the medical pro- 
fession? 

Fortunately, the physician is by education, 
training and experience able to adapt himself 
to the changes occurring in the practice of medi- 
cine. If he views medical care in its largest per- 
spective, the modern physician is able to empha- 
size preventive measures, to use his office as a 
treatment center, and thus to continue many 
patients in their job, home and community re- 
lationships. With the new technics at hand, 
the physician is less rather than more dependent 
upon the hospital; with such, the patient is less 
subject to the economic, psychologic and social 
distortions of life for himself and his family 
which are so often caused by hospitalization, and 
the latter, obviously, is an important goal of the 
modern physician, 
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If, therefore, the trend toward less need for 
hospital beds is real, it is a healthy one, and 
every physician should use his best efforts to 
promote it. 





Advance Planning for Annual 
Meetings of Specialty Groups 


Specialty groups approved by the Florida 
Medical Association which regularly hold meet- 
ings at the time of the Association’s Annual Meet- 
ing are being requested to schedule their sessions 
this year on May 10, Saturday morning, after- 
noon and evening, and May 11, Sunday morning 
and evening. These dates have been reserved for 
the meetings of specialty groups by the Board of 
Governors of the Association and are identical 
with arrangements followed last year at the con- 
vention in Hollywood. 

The dates for the Association’s Eighty-Fourth 
Annual Meeting are May 10 to 14, and the place 
is the Hotel Americana, Bal Harbour, just north 
of Miami Beach. The first session of the House 
of Delegates convenes on Sunday afternoon, and 
the Board of Governors has ruled that no con- 
flicting meetings are to be scheduled. All specialty 
societies, therefore, are urged to conclude their 
programs before this time, or recess until the 
meeting of the House of Delegates is finished. 

Letters requesting certain information about 
the meetings of specialty societies have been sent 
to the secretaries of the various societies by the 
Association’s executive office. The secretary of 
each group is requested to give the number and 
time of the sessions scheduled and also infor- 
mation about luncheons, dinners and other social 
activities. 

It is expected that some societies may desire 
to combine meetings because of the importance 
of a speaker or the overlapping of his subject 
into the field of a closely allied specialty. Ar- 
rangements should be worked out between the 


specialty groups involved before the information | 


is sent to the Florida Medical Association. The 
problem of closely related societies meeting at 
the same time has been a source of annoyance 
to many physicians. Each society may have an 
outstanding program which would attract a siz- 
able audience if the meetings were combined. 
When the meetings conflict, the physician feels 
his duty is to his own specialty group and there- 
fore may have to forego hearing an outstanding 
speaker whom he desired to hear. 
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The programs of the meetings of the specialty 
groups are scheduled for publication in the April 
issue of The Journal along with the program of 
the Annual Meeting of the Association. Specialty 
group program chairmen or other officers in 
charge of the program are urged to begin com- 
piling their program as soon as possible in order 
that a copy may be sent to The Journal on or 
before March 1, the deadline for copy for the 
April issue. 

The importance of the completeness of the 
program cannot be overemphasized. Speakers 
should be identified by title and city. The titles 
of all addresses should be given. If there is to 
be an afternoon and an evening session, this 
schedule should be made clear in the program. 
Cocktail parties and dinners should be planned 
in advance and made a part of the program. If 
a speaker has been scheduled for the dinner ses- 
sion, he should be identified and the title of his 
address given. Basic planning would assure ade- 
quate accommodations for the social affairs, add- 
ing to the enjoyment of members of the specialty 
group as well as guests. 

Physicians in charge of arrangements for 
alumni and fraternity functions to be held at the 
time of the Association’s Annual Meeting should 
provide information about these affairs to the 
Association’s executive office. The date, time and 
number of persons expected are important. 





“What Is An Ophthalmologist?” 


A notorious example of public confusion in the 
field of medical care pertains to the difference in 
the training and functions of ophthalmologists, 
opticians and optometrists. Recently, the National 
Medical Foundation for Eye Care was established 
by American ophthalmology to create a better 
public understanding of the professional and sci- 
entific standards of good eye care, and of the 
qualifications and functions of ophthalmologists 
and all the related technical personnel who assist 
them in providing eye care to the public. The 
Foundation gathers, studies and disseminates in- 
formation to the medical profession and the public 
alike relating to scientific eye care. 

A leaflet entitled “What Is An Ophthalmolo- 
gist?” has now been published by the Foundation, 
defining an ophthalmologist, an optician and an 
optometrist. It is being widely distributed by 
ophthalmologists to their patients and should be 
quite as interesting and useful to other members 
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of the medical profession as to ophthalmologists. 
It is available on request to the Foundation, which 
has executive offices at 250 West Fifty-Seventh 
Street, New York 19, New York. The definitions 
are as follows: 


An Ophthalmologist is a physician—a 
doctor of medicine—who specializes in the 
care of the eye and all the related struc- 
tures. He diagnoses and treats defects of 
focus, disorders of function, and all other 
diseases of the eye, prescribing whatever 
is required, including glasses. He is often 
concerned, as a consultant member of the 
medical team, with diseases of other sys- 
tems of the body or general diseases which 
manifest themselves in the eyes—diabetes, 
toxemia of pregnancy, cancer, multiple 
sclerosis, tuberculosis and other infections, 
hypertension, muscular dystrophy and 
heart disease, among others. Ophthalmol- 
ogy is a branch of medicine and the oph- 
thalmologist is an eye physician and usual- 
ly also an eye surgeon. 


An ophthalmologist has first completed 
the full course of medical studies, received 
the degree of M.D., served an internship 
in general medicine and surgery in an ap- 
proved hospital, and has then taken spe- 
cial training in ophthalmology. Like the 
family physician, the ophthalmologist and 
all other medical specialists are licensed to 
practice all branches of medicine and 
surgery. 


Oculist is a less commonly used name for 
ophthalmologist. 


Other terms which you should understand 
in connection with eye care are: 


An Optician is a skilled technician, aux- 
iliary to medicine, who supplies and fits 
glasses on the prescription of a physician. 
He is trained to make the necessary facial 
measurements; to formulate the specifica- 
tions necessary, and to make the glasses or 
other appliances; and to adapt them to the 
patient, placing them properly in relation 
to the eyes. He supplies glasses or other 
appliances only on the doctor’s authoriza- 
tion. 


An Optometrist is a licensed person 
who has met certain legal and educational 
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requirements and is permitted by the state 
to engage in the practice of optometry. He 
is not a physician or doctor of medicine. 
The word optometry comes from two 
Greek words—opto meaning “eye,” and 
meter, ‘“‘measure.” The optometrist meas- 
ures the focus of the eye for glasses. He 
is not qualified or permitted to use drugs 
for these tests or for any other purpose. 
He is not qualified or permitted to diag- 
nose or to treat ocular disease. He may 
supply glasses on his own prescription. 
In most states he is also permitted, like 
the optician, to fill the ophthalmologist’s 
prescription for glasses. By law he is a 
limited practitioner. 





Southern Medical Association 
Meeting Held at Miami Beach 


The Fifty-First Annual Meeting of the South- 
ern Medical Association, held at Miami Beach, 
November 11 to 14, 1957, was the major medical 
event in Florida during that month. Over 300 
scientific papers in 100 different meetings were 
presented before the 20 sections, comprising one 
of the world’s largest medical meetings. Some 
5,000 physicians and their wives were in attend- 
ance, and many social affairs enlivened the oc- 
casion. More than 50 medical association officials 
and specialists from Cuba and other Latin Ameri- 
ican countries were present. 

At the closing night session, Dr. W. Kelly 
West of Oklahoma City was installed as president. 
Dr. Milford O. Rouse of Dallas was chosen 
president-elect to take office next year, and Dr. 
Edward H. Lawson of New Orleans was named 
first vice president. Dr. Donald F. Marion of 
Miami, chairman of the Greater Miami Commit- 
tee on Arrangements for the meeting, was elected 
second vice president. 

The broad scope of the scientific sessions had 
wide appeal to practitioners in all branches of 
medicine. This most complete refresher course, 
with discussions, all condensed within four days 
and held right on the doorstep of Florida physi- 
cians, gave them an unusual opportunity for pro- 
fessional stimulus, of which many took advantage. 
Members of the Florida Medical Association in 
large numbers participated in the program as 
essayists, panel members, moderators and discus- 


sants. 
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Among the group of Florida physicians pre- 
senting papers at the meeting were the following: 
Coral Gables: Philip Samet, Hyman Turken, 
William H. Bernstein. Daytona Beach: Thomas 
E. Scott Jr. Fort Lauderdale: Curtis D. Benton 
Jr. Fort Myers: Joseph L. Seldon Jr. Gainesville: 
Charles H. Carter, J. Maxey Dell Jr., George 
T: Harrell Jr., William C. Thomas Jr. Jackson- 
ville: Joseph A. J. Farrington, J. Champneys 
Taylor, G. Dekle Taylor. Miami: Theodore J. C. 
Von Storch, Ralph E. Kirsch, John E. Burch, 
William A. D. Anderson, John G. Chesney, Rob- 
ert B. Lawson, Benedict R. Harrow, Bertrand E. 
Lowenstein, Samuel Gertman, Robert J. Boucek, 
Walter W. Sackett Jr., Francis N. Cooke, E. Ster- 
ling Nichol. Ocala: William H. Turnley. Pen- 
sacola: Chas. J. Heinberg, Gretchen V. Squires. 
Tampa: Sherman B. Forbes, Mason Trupp, James 
N. Patterson, J. Brown Farrior, C. MacKenzie 
Brown, Wesley W. Wilson, J. M. Ingram Jr., 
Robert W. Withers, Henry L. Wright Jr. Winter 
Park: Nila K. Covalt. 





Dade County Medical Association 
Executive Office Building Dedicated 


The dedication of the Dade County Medical 
Association Executive Office Building on Nov. 3, 
1957, marked the attainment of a goal long 
sought. For more than two decades a home of its 
own was the dream and a major objective of the 
Dade County Medical Association. The realiza- 
tion more than fulfills the dream. 

Presiding at the dedicatory service was Dr. 
Walter W. Sackett Jr., President, who welcomed 
the members and guests. After introductory re- 
marks by Mrs. William P. Smith, President of the 
Woman’s Auxiliary to the Dade County Medical 
Association, Dr. Edward W. Cullipher, senior 
member of the Board of Trustees, discussed the 
building, and Dr. Nelson Zivitz, President-Elect, 
reviewed the history of the project. Dr. William 
C. Roberts, President of the Florida Medical 
Association, was the guest speaker on this aus- 
picious occasion. 

Outstanding among buildings of its type in 
the nation, this first home of the Florida Medical 
Association’s largest component county society 
is strategically located at 2 Southeast Thirteenth 
Street. On this busy corner at the intersection 
with Miami Avenue, it becomes the health focal 
point for a population center of approximately a 
million people. From the foundations and foot- 
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ings for additional height, and the attractive in- 
side patio for the easiest and most economical 
expansion, to the movable partitions which allow 
immediate flexibility of existing floor plan, the 
completed building provides adequately for pres- 
ent and for future function. The spectacular two 
story structure reflects both the progressive 
spirit of the association and the dignity of the 
profession. With its many facilities offered in the 
public interest, it clearly portrays the associa- 
tion’s basic purpose—to serve the physician and 
his patient. It now serves a membership of 1,085, 
a figure which is expected to be doubled within 
the next decade. 

The association’s administrative offices are on 
the ground floor at the left of the entrance. Fac- 
ing the entrance, the precast terrazzo and steel 
stairs are the center of attraction in the large 
central patio. Beyond them is the combination 
doctors’ lounge and board room which easily ac- 
commodates five or 50, lending an atmosphere of 





EDITORIALS AND COMMENTARIES 729 


casual or formal discussion as the occasion may 
demand. This room and its connecting service 
facilities are used not only by the association’s 
many committees but also by similar groups from 
the other organizations in the building. 

Along the western corridor of the lower floor 
are the offices of the East Coast Dental Society 
and of the Woman’s Auxiliary to the Dade Coun- 
ty Medical Association. Occupying the northwest 
corner is the Dade County Unit of the American 
Cancer Society. The stairs, serving the second 
floor until a third floor is added and the elevator 
is put into use, arise from the patio to open into 
a semienclosed outside corridor which surrounds 
the offices and service rooms for the upper story. 
The glass partitions separating the hall from the 
offices are of a type which provides full flexibility 
for future changes in office layout and entrance 
requirements. On this floor are located the Medi- 
cal Service Bureau and the Heart Association of 
Greater Miami. 


Below: Dr. Walter W. Sackett Jr., President of the Dade County Medical Association (1), delivers the 
address of welcome at the dedication of the Association’s executive office building (2). The audience of sever- 
al hundred attending the ceremony (3) hears the principal address delivered by Dr. William C. Roberts, Presi- 


dent of the Florida Medical Association (4). 
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The Dade County Medical Association is to 
be congratulated on its long range planning and 
wise investment in a home which is in keeping 
with the character and stature of its membership. 
Too, this great county medical society is to be 
commended for the breadth of vision and over- 
all planning which enable it to share its physical 
facilities with allied organizations so that at the 
outset its new home becomes truly a health focal 
point for Dade County. 





Statewide Medico-Legal Institute 
Held in Jacksonville 


Sponsored by the Florida Bar and the Florida 
Medical Association, the second Statewide Medi- 
co-Legal Institute was held in Jacksonville on 
November 22 and 23, 1957. The attendance was 
excellent and representative of the various sec- 
tions of the state. 

Judge Wallace E. Sturgis and Judge John T. 
Wigginton of the Florida First District Court of 
Appeals presided over two of the three sessions. 
Presiding over the third session was Florida Su- 
preme Court Justice Campbell Thornal. 

A panel consisting of Dr. Lucien Y. Dyren- 
forth, Dr. Ashbel C. Williams and the Hon. C. C. 
Howell Jr. presented the first topic, ‘Relationship 
of Cancer and Trauma.” The subject of “Trauma 
and Strain on the Cardiovascular System” was 
discussed by Dr. Karl B. Hanson, Dr. James E. 
Cousar III and the Hon. Jack F. Wayman. 
“Electromyograph as an Aid in Evaluating Nerve 
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and Muscle Injury” was a subject which evoked 
particular interest. It was presented by Dr. Simon 
Markovich, a pioneer in this field, and Dr. Ben J. 
Sheppard. 

The second session opened with the presenta- 
tion of “Crash Syndrome,” a subject presented 
by Dr. Paul W. Braunstein, a member of the 
Cornell University Crash Team. “Whiplash” in- 
juries were discussed by Dr. Richard A. Wor- 
sham and the Hon. Walter Beckman Jr. The final 
subject of the day was ‘Post Concussion Syn- 
drome.” Dr. Edward J. Sullivan Jr. and Dr. Wil- 
liam H. McCullagh discussed the anatomic as- 
pects and the Hon. Roger J. Waybright the legal 
aspects. 

The Saturday morning session opened with a 
discussion of “Back Injury, Its Cause and Se- 
quelae,” presented by Dr. Charles B. Mabry and 
the Hon. T. Paine Kelly. The final subject, en- 
titled “Disability Evaluation,” was presented 
by a panel composed of Dr. Vernon T. Grizzard 
Jr., Dr. George I. Raybin, the Hon. John E. Mat- 
thews Jr. and the Hon. Harry T. Gray. 

Arrangements for the meeting were in charge 
of Dr. Sheppard, who is chairman of the Florida 
Bar’s committee on medicolegal law and proce- 
dures, and Dr. W. Tracy Haverfield, who is the 
member of the Florida Medical Association’s 
public relations advisory committee responsible 
for liaison with the legal group. A social hour 
and dinner at the George Washington Hotel, 
where all sessions were held, concluded the Fri- 
day portion of the program. The next institute 
will be held in Tampa late next month. 





The discussion of “Disability Evaluation’’ was presented by the panel shown at left, (seated) Attorneys John 
E. Mathews Jr. and Harry T. Gray, and Dr. George I. Raybin; (standing) Dr. Vernon T. Grizzard Jr. and Jus- 


tice of the Florida Supreme Court Campbell Thornal. 


Judges of the First District Court of Appeals attending 


the Institute are shown at right with Dr. Paul W. Braunstein. They are (left to right) Judge John T. Wiggin- 
ton, Judge Donald K. Carroll, Dr. Braunstein, and Judge Wallace E. Sturgis. 
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Dr. Babers Addresses 
District Meetings 


At the District Meetings, held last October, 
Dr. Henry J. Babers Jr., Chairman of the Ad- 
visory Committee to Blue Shield, unofficially 
known as the Committee of Seventeen, made a 
timely address which will be of particular interest 
to every member of the Association. The text of 
his remarks follows: 

It seems that the whole world is in contro- 
versy. The French cannot agree among them- 
selves on anything and are just about done for. 
The middle East is aflame. Our country is beset 
by a number of serious controversies. So, perhaps 
our own problems in the medical profession, 
smaller but just as upsetting, are other symp- 
toms of a general disease. This disease is the 
apparent inability of men at this particular time 
in history to understand common problems and 
to work them out peacefully and decently. Yet, 
diseases can be cured or at least arrested. The 
world has been in controversy many times be- 
fore and has survived. Surely we can work out 
our problems in medicine in _ statesmanlike 
fashion. 

The Blue Shield program in Florida is cer- 
tainly a controversial subject. It is quite capable, 
along with many other economic problems, of 
being a disruptive influence unless we resolve 
our mistrusts and misunderstandings. 

The facts are these: 

1. The Blue Shield operation is a force in 

the economic life of every doctor. It is 
so complex and poorly understood that 
the doctor does not really identify him- 
self with it. A new generation of doc- 
tors has come along since the original 
plan was put into action. Yet, Blue 
Shield is completely dominated by doe- 
tors, your colleagues. Actually, when 
you criticize Blue Shield you are criti- 
cizing yourselves and your medical 
leadership. Doctors have a tendency to 
blame Blue Shield, as if they had no 
part in it, and direct their criticism at 
the administrative portion of Blue 
Shield. This Blue Shield controversy 
must be put into proper perspective. It 
is an intramedical problem and must be 
understood as such. 

2. Blue Shield is at the crossroads now. 

Laboriously built up by the medical 
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profession to a large corporation, it has 
been put into an untenable position. 
Blue Shield is just barely breaking 
even and is in serious danger of col- 
lapse. Doctors who control it have so 
hamstrung its activities that, like the 
French Government, it cannot move. 

In 1956 President Langley appointed an FMA 
committee of 17 doctors to study this serious 
problem. Approximately the same group was 
reappointed by President Roberts this year. 
Please look up the make-up of this committee, 
which is conservative and one of the most sin- 
cere groups I have ever worked with. Certainly, 
we have not been any apologists for Blue Shield. 
This committee work has been a real chore; 
most of us have studied long and hard, con- 
scientiously and with all good faith. We have 
been fair in our approach in spite of what some 
doctors believe. We believe that what must be 
done is this: 

1. The doctors in FMA must decide defi- 
nitely and in great majority whether 
they will support Blue Shield or not. 
The present situation cannot go on as 
it is. The present situation, if unchang- 
ed, guarantees that Blue Shield go 
backward and will doom it most sure- 
ly. If the membership desires to discon- 
tinue Blue Shield, then let’s say so and 
get it over. If the majority of doctors 
in Florida want to support Blue Shield 
wholeheartedly, let’s do it well and 
right and let’s agree one way or an- 
other and not pick ourselves to death. 

You all know our committee sent editorials 
to you and have recently put out a comprehen- 
sive survey. From our editorial replies and the 
survey replies one thing is quite obvious. In 
general, whether they know it or not, the doctors 
are hopelessly confused as to what they really 
want and are hopelessly inadequate at present 
to understand how they can get what they want. 

Our membership has little knowledge of the 
economic forces in action in this nation in respect 
to medical practice; and the knowledge of Blue 
Shield, their own organization, is abysmal. Be- 
fore you can adequately make a decision on this 
very serious problem you must, for your own 
benefit, know more about it. We are beginning 
to get some ideas from our editorial and survey 
answers, but so far it is too early to say much. 
In general, it appears that about 25 per cent of 
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the doctors are opposed to any real support of 
the Blue Shield program. About 75 per cent are 
in favor of support if adequate changes can be 
made to make it equitable. 

We have had criticism (mostly quite fair 
and reasonable, with a few unfairly prejudiced 
persons and societies) in reference to our sur- 
vey. My answer to this is how would you do it 
in our shoes and what alternatives would you 
offer? Would you be willing to work? If so, I 
feel sure we can use your help. This is a thank- 
less job, but some one has to do it, and we are 
honestly interested, challenged by what we have 
learned, and willing to work. 

2. We are supporting an informational 
meeting of the active members of Blue 
Shield to be held on Saturday, Decem- 
ber 7, in Jacksonville. Here we hope to 
give each doctor who represents you 
and your society a chance to get at 
least some information on the Blue 
Shield operation. Your representative 
then must go back to your society and 
acquaint everyone possible with the 
facts. So we urge you for your own 
good to insist that your delegates, your 
active voting member of Blue Shield, 
be present at this meeting. 

We intend to continue our program of in- 
formation to each of you, through editorials, 
through making ourselves available to you per- 
sonally and to your societies, and through every 
means available. 

When you are better informed by the time 
of the next annual meeting of FMA in the spring 
of 1958, the House of Delegates of FMA should 
then be able to decide definitely whether to sup- 
port Blue Shield or not. This will be a momen- 
tous decision and must not be taken lightly. We 
will give you the facts fairly; you must discuss 
them adequately and be prepared to act on them 
at the next annual meeting of FMA. It is only 
after such a general decision is made that, if you 
desire to continue Blue Shield, specific and long 
overdue changes in the fee schedule, service limits, 
and premium rates can adequately be adjusted. 

Surely we can work out our problems in medi- 
cine in a statesmanlike fashion. We “ain’t mad 
at nobody” and please be fair and “don’t no- 
body get mad at us.” Let’s not be like my friend, 
Tom Hickey, a young Irish orderly at New York 
Hospital where I interned. One Monday morn- 
ing he came in, obviously badly battered and 
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bruised. “For goodness sakes, Tom,” I asked, 
“what happened?” “TI really don’t know, doctor. 
I saw these two guys fighting and I got into it.” 





1958 Mediclinics of Minnesota 
Fort Lauderdale, March 2-12 


The third annual postgraduate refresher 
course presented by Mediclinics of Minnesota 
will be held at Governor’s Club Hotel in Fort 


_Lauderdale on March 2 to 12, 1958. The Ameri- 


can Academy of General Practice has certified 
this course for 32 hours of formal postgraduate 
study, Category I, for the Academy members in 
attendance. 

The course consists of 32 hours of lectures 
and panels conducted by a faculty well able to 
present the varied subjects in the several fields 
of medicine. The lecturers, all members of the 
faculty of the University of Minnesota Medical 
School, and their subjects are: Harold F. Buch- 
stein, M.D., Neurosurgery; Thomas P. Cook, 
B.S.; Harry B. Hall, M.C., Orthopedics; Arthur 
C. Kerkhof, M.D., Internal Medicine; Francis 
W. Lynch, M.D., Dermatology; Ames W. Nas- 
lund, M.D., Roentgenology; O. L. Norman Nel- 
son, M.D., Internal Medicine; Owen F. Robbins, 
M.D., Obstetrics and Gynecology; Albert V. 
Stoesser, M.D., Pediatrics; Robert J. Tenner, 
M.D., Proctology; and Richard L. Varco, M.D., 
Surgery. The panel subjects are: Other Com- 
plications of Pregnancy, Childhood Problems, 
Gastrointestinal Tract in Childhood, Burns, Sys- 
tematic Use of Laboratory Methods, Jaundice, 
Pulmonary Problems, Aftermaths of Poisoning, 
Heart Disease Today, Accidental Trauma, Office 
Practice, The Problems in Anemia, Medical- 
Legal Panel, and Your Hour with the Consul- 
tants. 

The experience gathered in 1956 and 1957 
requires that registration be limited to 300 in 
order to preserve the informal and intimate 
atmosphere in the lecture room. There is every 
assurance that this number of registrants and 
their wives can be comfortably accommodated in 
Fort Lauderdale at the peak of the tourist season 
if reservations are made well in advance. Both 
the time of year and the limited number accepted 
make early registration particularly important. 

The course is sponsored by the Florida Acad- 
emy of General Practice. Requests for an appli- 
cation should be sent to Walter J. Glenn, M.D., 
1106 East Broward Boulevard, Fort Lauderdale. 
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Dr. Glenn is Chairman of the Education Com- 
mittee of the Florida Academy of General Prac- 
tice and is in charge of arrangements for the 
meeting. 





Occupational Medicine Conference 
Miami, Aug. 18-22, 1958 


The Second Conference on Occupational 
Medicine, sponsored jointly by the University of 
Havana School of Medicine, Havana, Cuba, and 
the University of Miami School of Medicine, will 
be held in Miami, Aug. 18-22, 1958. Dr. William 
B. Deichmann, Professor of Pharmacology at the 
University of Miami School of Medicine, is chair- 
man of the conference, and Dr. M. Eugene Flipse, 
Associate Professor of Medicine, is chairman of 
the program committee. Dr. Francisco Lan- 
cis y Sanchez, president of the Cuban Industrial 
Medical Society. and Dr. Rafael Penalver Ballina 
of the University of Havana School of Medicine, 
are members of the planning committee. Proceed- 
ings of the conference will be in Spanish. In- 
quiries regarding attendance or papers may be 
referred to Dr. Deichmann at the University of 
Miami School of Medicine, Coral Gables. 

The first occupational medicine conference 
sponsored by the two schools of medicine, held 
in Miami, Sept. 3-6, 1956, brought together 
76 specialists in industrial medicine and toxicol- 
ogy from Cuba, Venezuela, Peru, Mexico, Puerto 
Rico, Spain, Chile and Colombia, as well as from 
eight states of the United States. This confer- 
ence, the first to be conducted in Spanish on 
American soil, considered all phases of industrial 
and occupational medicine, ranging from the ef- 
fects of disease states on work in various indus- 
tries to the substances producing industrial poi- 
soning. 

The University of Miami has sought to en- 
courage cooperative educational and cultural pro- 
grams with countries of the Caribbean and South 
and Central America. The School of Medicine, 
located at the natural gateway to the Latin 
Americas, is the medical education facility of 
continental United States nearest to medical cen- 
ters of the southern hemisphere. As a result, it 
has become for many Latin American countries 
the focus for informal discussion of medical prob- 
lems and also for continuing postgraduate educa- 
tion and the development of inter-American re- 
search programs. 
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Physician Celebrates Golden 
Anniversary of Career 


On completion of'a half century of service as 
a practicing physician, Dr. I. Kimbell Hicks of 
Melbourne was locally honored on Oct. 29, 1957. 
At a dinner party given by Mr. and Mrs. Robert 
Young, his son-in-law and only daughter, he 
visited with physicians and other friends, some 
of whom could remember with him back to the 
time when he arrived in Melbourne and began 
taking an active part in the business, professional, 
civic and social affairs of the budding community. 


The Melbourne Kiwanis Club declared the 
previous evening Kim Hicks Night and issued an 
official proclamation to that effect. In it the mem- 
bers paid high tribute to Dr. Hicks as a charter 
member and a past president who had given 
generously of his time and talent to many phases 
of civic life as well as to the practice of his chosen 
profession. 

Dr. Hicks entered the practice of medicine on 
Oct. 29, 1907, in Jackson, Ala., in the office of 
his father, Dr. L. O. Hicks, after graduation from 
the University of the South in Sewanee, Tenn. 
In 1915 he came to Florida, interned at St. 
Luke’s Hospital in Jacksonville while preparing 
for Florida examinations, and while there met 
Miss Grace Hoag, a student nurse, to whom he 
was married on Aug. 5, 1916. From 1917 to 1921 
he was associated with Dr. Ralph E. Smith, an 
outstanding Jacksonville physician. 

In 1922, Dr. Hicks located in Melbourne, 
where he has continued to engage in the general 
practice of medicine for 35 years. He has served 
the entire community faithfully and well and in 
point of service is the senior of all active practi- 
tioners in Brevard County. When Dr. Hicks 
arrived in Melbourne, the only physicians in the 
vicinity were Dr. I. F. Bean and Dr. William J. 
Creel of Eau Gallie. There was no hospital, but 
a short time afterward, Dr. Isaac M. Hay, a sur- 
geon, arrived and opened The Crenshaw Hospital, 
a private institution. Dr. Hicks became its staff 
anesthetist, a position he held for 25 consecutive 
years. Dr. Creel and Dr. Hay were among the 
guests attending the fiftieth anniversary dinner. 

In addition to caring for a thriving practice, 
Dr. Hicks through the years has entered whole- 
heartedly into every civic project. He is a 
charter member of the Melbourne Civic Improve- 
ment Board, a charter member and organizer of 
the Melbourne Hunting and Fishing Club, and 
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New authoritative studies show that KYNEX dosage can be reduced even further than that 
recommended earlier.! Now, clinical evidence has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending beyond 24 hours. Still more proof that KyNEx 
stands alone in sulfa performance— 

e Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual patient for 
maintenance of therapeutic blood levels 

e Higher Solubility—effective blood concentrations within an hour or two 

e Effective Antibacterial Range—exceptional effectiveness in urinary tract infections 

e Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum convenience 
and acceptance to patients 

1. Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957, 





SULFAMETHOXYPYRIDAZINE 


NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoonfuls of syrup) 
the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls of syrup) every day thereafter, 
or | Gm. every other day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed by 0.5 Gm. every 
24 hours. Dosage in children, according to weight; i.e., a 40 Ib. child should receive % of the 
adult dosage. It is recommended that these dosages not be exceeded. 


TABLETS: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 
24 and 100 tablets. 

Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfa- 
methoxypyridazine. Bottle of 4 fl. oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E> 
*Reg. U. S. Pat. Off, 
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for several years he has been an active member 
and director of the First Federal Savings and 
Loan Association of Brevard County. In 1950 he 
and Mrs. Hicks, who died two years later, were 
organizing charter members of the Eastminster 
Presbyterian Church in Indialantic and he has 
served as an elder there since that time. 

In 1934 and 1935, Dr. Hicks was Mayor of 
Melbourne, and after serving as City Commis- 
sioner from 1936 to 1941, he was again elected 
Mayor in 1942. During his chairmanship of the 
City Commission in 1937, he officiated at the 
ground-breaking ceremony for the new Brevard 
Hospital, which he helped to organize. For 20 
years he was the secretary of the Brevard County 
ty Medical Society. 

During the World War II years, Dr. Hicks 
was the only general practitioner in Melbourne, 
serving the 7,000 residents of the community. 
At the same time he was Mayor, Acting Judge 
and Chief of Staff at the hospital. 

In an editorial congratulating Dr. Hicks on 
the golden anniversary of his career as a practic- 
ing physician, the Melbourne Daily Times paid 
him this tribute: 

“Few men reach a fifty-year milestone in their 
profession and at the same time have hundreds 
of persons wish them well because of diversified 
contributions made to a community... . Your 
contributions to South Brevard, where you have 
spent thirty-five years, are too numerous to re- 
count and too valuable to be correctly judged, 
except in an over-all picture. 

“We know of few civic groups which have not 
been aided in some way by your foresight. We 
know there must have been countless bedside 
vigils which taxed your strength, your knowledge 
and your human concern for fellow man. 

“We deeply respect your profession, Dr. 
Hicks, but even more do we respect your appre- 
ciation of the fact that health and happiness 
apply not only to body but also to heart and 
soul. We are grateful to you, and men like you, 
who believe in healing and strengthening. 

‘“Tn thirty-five years you have seen many 
changes in Brevard County. It is our hope that 
you are as proud today of the community you 
serve as the community is proud of you. 

“We are going to take liberty in signing this 
letter to you, Dr. Hicks. We think everyone in 
this area will be pleased if we sign it not with 
our own name but in the name of 

The People Who Know You” 
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Dr. Hicks’ career of diversified service extend- 
ing across half a century offers an inspiring ex- 
ample to his busy professional colleagues. The 
Florida Medical Association and its official organ, 
The Journal, salute this distinguished member 
whose life and works reflect great credit not alone 
upon him but also upon the profession whose 
dignity, honor and ideals he upholds. 





Central Florida Medical Meeting 
Orlando, March 13, 1958 


The Fourth Annual Central Florida Medical 
Meeting will be held Thursday, March 13, in Or- 
lando. This meeting is sponsored by the Orange 
County Medical Society. Participating in the 
program will be outstanding men in various 
fields. Dr. Frank Glenn, Professor of Surgery, 
Cornell University Medical College, and Surgeon- 
in-Chief, New York Hospital, will discuss “Peptic 
Ulcer.”” Dr. L. W. Diggs, Professor of Medicine 
and Director of the Clinical Laboratory, Univer- 
sity of Tennessee College of Medicine, will speak 
on ‘Treatment of Hemorrhagic Diseases” and 
“Hemolytic Anemias.” Dr. Robert Anderson, 
Assistant Commissioner of Mental Hygiene for 
the State of Ohio, Columbus, Ohio, and formerly 
Manager, Winter Veterans Administration Hos- 
pital, Topeka, Kan., will discuss “The Role of 
Anxiety in Illness.” Dr. Robert B. Lawson, Pro- 
fessor of Pediatrics, University of Miami School 
of Medicine, will have as his topics “Use of 
Steroids in Children” and ‘Advances in Pedi- 
atrics.” 

Registration for the meeting will begin at 8 
a.m. The annual banquet will terminate the pro- 
gram in the evening. 

For the first time, the speakers this year will 
conduct informal question and answer discussions. 
Following the formal papers, they will meet with 
small groups of interested physicians who may 
ask questions regarding the papers. At these ses- 
sions they may also ask questions regarding 
problems that they may have in their own prac- 
tice. 

The 1957 meeting was well received by the 
300 physicians who attended. General practice 
credits were granted last year to general practi- 
tioners who attended, and it is expected that the 
1958 meeting will also be approved for credit. 

All physicians throughout the state are cor- 
dially invited to be present and bring their wives. 


_ Activities for the wives are planned. 
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Cardiovascular Diseases 
Annual Seminar 
Jacksonville, Feb. 20-22 


The Fifth Annual Seminar on Cardiovascular 
Diseases will be held on Thursday, Friday and 
Saturday, February 20, 21 and 22, 1958, at the 
Prudential Auditorium in Jacksonville. This 
course is presented by the Northeast Florida 
Héart Association and is endorsed by the Florida 
Heart Association. It is co-sponsored by the Di- 
vision of Postgraduate Education of the College 
of Medicine of the University of Florida, the 
Florida State Board of Health and the Florida 
Medical Association, and has been accepted by 
the American Academy of General Practice for 
formal postgraduate study in Category I. 

The lecturers for the course are Dr. Samuel 
Bellet, Professor of Clinical Cardiology, Univer- 
sity of Pennsylvania Graduate School of Medi- 
cine, Director, Division of Cardiovascular Dis- 
eases, Graduate Hospital of the University of 
Pennsylvania, and Director, Division of Cardio- 
logy, Philadelphia General Hospital; Dr. George 
E. Burch, Professor of Medicine and Chairman 
of the Department of Medicine, Tulane Univer- 
sity School of Medicine; Dr. Denton A. Cooley, 
Associate Professor of Surgery, Baylor University 
College of Medicine; and Dr. Ben I. Heller, Pro- 
fessor of Medicine, University of Arkansas School 
of Medicine. 

Dr. Bellet will discuss cardiac arrhythmias 
and cardiac resuscitation; Dr. Burch, coronary 
disease, hypertension, and electrocardiology; Dr. 
Cooley, pump-oxygenator machines, open heart 
surgery, aneurysmal repairs, and blood vessel 
grafts, and Dr. Heller, electrolytes in conges- 
tive heart failure, and renal physiology in conges- 
tive heart failure. 








LETTER TO THE EDITOR 








Dear Sir: 

In the October issue of The Journal, Dr. 
George Gittelson has called timely attention to a 
too frequently neglected phase of the management 
of bronchial asthma. In pointing this out, how- 
ever, the casual reader may feel that he has un- 
dervalued the role of hyposensitization in the treat- 
ment or prevention of asthma. Many men who 
treat vasomotor rhinitis and an occasional bron- 
chitis feel that hyposensitization to specific agents 
when they are found may truly prevent later su- 
pervention of asthma. The simile he draws that 
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“hyposensitization without elimination is like 
prescribing glasses for a man with no eyes” is un- 
fortunate. I believe it would be more accurate 
to state, using his simile, that hyposensitization 
without elimination is like a person with no eyes 
prescribing glasses for one who has some vision 
even though imperfect. 

It should also be pointed out that mold spore 
formation in the depths of foam rubber pillows 
is now well documented and is a contaminant that 
is very difficult to remove. The newer dacron floss 
pillows do quite as well as a head rest and have 
the advantage of nonmildewing and a ready ease 
of soap and water cleansing and very rapid drying. 
Further, the dacron floss does not dry crumble 
and form dust. 

Dr. Gittelson is to be commended for remind- 
ing all of us that allergic cleanliness is next to 
health godliness. All of our general readers would 
do well to follow his sound advice. 

Yours respectfully, 
Clarence Bernstein, M.D. 





OTHERS ARE SAYING 








Editorial 


A recent article in the Miami Herald “Busi- 
ness and Finance” column quotes from a market- 
ing survey by Life Magazine that most families 
with incomes of $4,000 or less per year are spend- 
ing more money than they earn. “The desire to 
own and consume goods exceeds the ability to earn 
with a substantial segment of Americans.” 47% 
of all U. S. households fall in the income category 
of $4,000 or less, and this poses a serious problem 
in furnishing adequate medical care to this large 
segment of the population, and in receiving com- 
pensation for your services. 

There have been many changes in the past 
several years which have helped create this situa- 
tion, in addition to inflation. Installment buying 
of furniture, cars, T.V.’s and almost everything a 
family uses has become a universal custom. The 
tremendous productive capacity of industry has 
forced dealers to sell for “little or nothing down” 
and “a little each week.” Check-offs from the 
weekly pay check for taxes, union dues, and in- 
surance complete the picture. 

Sickness is rarely expected, and until the ad- 
vent of hospitalization and sickness insurance it 
was almost never provided for. As long as nothing 
happens to hamper the earning power of the 
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breadwinner, and as long as there are no unex- 
pected expenses, the lower income families go 
along without too much difficulty. When serious 
illness strikes, then this precarious equilibrium 
is thrown out of balance. When an individual 
suddenly is faced with heavy medical expenses 
and unable to meet his obligations, he is embar- 
rassed and unhappy. If the pressure becomes too 
great, then he may move to another town or 
change doctors. Either way, you are not paid and 
you lose the patient. 

It is not enough merely to say that he should 
have saved money for the emergency and he would 
not have been in his predicament. The solution 
to this problem lies in continued support and ex- 
pansion of voluntary health insurance with service 





VotumeE XLIV 
NUMBER 7 


category for low-income groups. The only com- 
pany to which we can safely extend service fea- 
tures is Blue Cross and Blue Shield, a company in 
which the doctors have an important role in de- 
termination of policies. If all the people in the 
$4,000 or under income group who apparently do 
not have the capacity or inclination to save for ill- 
ness are holders of Blue Cross-Blue Shield in- 
surance, they can have adequate medical care, and 
we can be justly compensated for our work. Then 
I doubt if these people can be tempted to turn 
to the Federal government for their medical care. 

Richard L. Foster, M.D., 

Editor, The Record, 

Broward County Medical Association 

October 1957. 





Medical District 


The Eighteenth Annual Medical District 
Meetings were held October 28 at Panama City, 
October 29 at Clearwater, October 30 at Orlando 
and October 31 at Fort Pierce. Total registration 
for the four sessions was 289 members of the 
Florida Medical Association and 47 visitors. 

The diagnosis and management of gastroin- 
testinal bleeding, both medical and surgical, was 
the scientific subject discussed at each of the 
meetings. The program was arranged by Dr. 
S. Carnes Harvard, of Brooksville, chairman of 
the Council of the Association, with the assistance 
of the district councilors. 

Among the prominent guests at each meeting 
were the deans of the two medical schools in 
Florida, Dr. Homer F. Marsh, School of Medi- 
cine, University of Miami, Dr. George T. Harrell 
Jr., College of Medicine, University of Florida, 
and Mr. Thomas A. Hendricks, Field Director, 
American Medical Association. 

The program for each of the four general ses- 
sions include an explanation of the function of 
the Florida Medical Foundation, by Dr. Edward 
Jelks, of Jacksonville, and a discussion of Medi- 
care by Dr. John D. Milton, Miami; Blue Shield 
by Dr. Henry J. Babers Jr., Gainesville, and 
World Medical Association and Rural Health 
by Dr. Francis T. Holland, Tallahassee. Also 


featured at each general session were short ad- 
dresses by the President of the Association, Dr. 
William C. Roberts; President-Elect, Dr. Jere 
W. Annis, and Secretary-Treasurer, Dr. Samuel 
M. Day. 





Meetings, 1957 


Northwest Medical District 
October 28 — Panama City 


Dr. Harvard presided at the meeting, assisted 
by Dr. Alpheus T. Kennedy, Councilor for Dis- 
trict 1, during the scientific assembly, and by 
Dr. T. Bert Fletcher Jr., Councilor for District 
2, during the general session. 

Dr. John J. Benton, president of the Bay 
County Medical Society, delivered the address 
of welcome, and following, Dr. Charles J. Kahn, 
of Pensacola, discussed “Diagnosis and Medical 
Management of Gastrointestinal Bleeding,” and 
Dr. Frank E. Tugwell, of Pensacola, ‘Diagnosis 
and Surgical Management of Gastrointestinal 
Bleeding.” 

The 1958 meeting will be held in Marianna. 
Total registration was 66, of which 53 were Asso- 
ciation members (45 from this district) and 13 
visitors. Among those attending were past presi- 
dents Dr. John D. Milton, Dr. Julius C. Davis 
and Dr. Edward Jelks. 


Registration 


BLOUNTSTOWN: Grayson C. Snyder. BROOKS- 
VILLE: S. Carnes Harvard. CHATTAHOOCHEE: Wil- 
liam D. Rogers. DE FUNIAK SPRINGS: William D. 
Cawthon, Ralph B. Spires). GAINESVILLE: Henry J. 
Babers Jr., George T. Harrell Jr. GRACEVILLE: Red- 
den L. Miller, William W. Richardson. JACKSONVILLE: 
Samuel M. Day, Edward Jelks, Lorenzo L. Parks. LAKE- 
LAND: Jere W. Annis. MARIANNA: James T. Cook 
Jr., Albert E. McQuagge, Richard H. Schulz, Sarah M. 
Schulz, Francis M. Watson. MIAMI: John D. Milton. 
PANAMA CITY: Daniel M. Adams Jr., Donald H. An- 
derson, John J. Benton, Jack Corbitt, Charles H. Daf- 
fin, Sidney E. Daffin, William C. Fontaine, John J. Hol- 
lomon Jr., William F. Humphreys Jr., John H. Kay, 
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@ as well tolerated as the milder agents 
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Dartal is a unique development of Searle Research, 

proved under everyday conditions of office practice 

It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 
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Michael J. Lingo, Joseph H. Morris, James D. Nixon, 
James M. Nixon, William C. Roberts, C. W. Shackel- 
ford, Harold E. Wager, Roderick C. Webb. PENSA- 
COLA: Constantine A. Asters, Bernard M. Barrett, Frank 
L. Creel, Frank B. Hodnette, Samuel G. Holmes, Charles 
J. Kahn, Alpheus T. Kennedy, Wendell J. Newcomb, 
Frank E. Tugwell, Lockland V. Tyler Jr., Earl G. Wolf. 
PORT ST. JOE: John W. Hendrix. QUINCY: Julius C. 
Davis. TALLAHASSEE: Francis T. Holland, Robert H. 
Mickler, Henry L. Smith Jr. 

VISITING DOCTORS: PANAMA CITY: Daniel C. 
Campbell, John L. Fishel, David M..Jewett, Leo E. 
Reilly, Jack E. Sanders, Henry C. Smallwood. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 
VILLE: Ernest R. Gibson, Eugene L. Nixon, W. Harold 
Parham, H. A. Schroder. PENSACOLA: Luther L. 
Smith Jr. 


Southwest Medical District 
October 29 — Clearwater 


During the scientific assembly, Dr. Harvard 
was assisted as presiding officer by Dr. Gordon 
H. McSwain, Councilor for District 6, and at the 
general session by Dr. John M. Butcher, Coun- 
cilor for District 5. 

Dr. Percy H. Guinand, president of the 
Pinellas County Medical Society, delivered the 
address of welcome, and Dr. George D. Hopkins 
II, of Fort Myers, discussed “Diagnosis and 
Medical Management of Gastrointestinal Bleed- 
ing,” and Dr. Richard A. Martorell, of Tampa, 
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The Cary Clinical Thermometer incor- 
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with handy pocket clip carrying case. A life- 
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“Diagnosis and Surgical Management of Gastro- 
intestinal Bleeding.” 

At the general session, Fort Myers was select- 
ed as the meeting place for 1958. Total registra- 
tion was 91, of which 76 were Association mem- 
bers (69 in this district) and 15 visitors. Among 
those registered were past presidents Dr. Edward 
Jelks, Dr. John D. Milton and Dr. Francis H. 
Langley. 


Registration 

ARCADIA: Gordon H. McSwain. BROOKSVILLE: 
S. Carnes Harvard. CLEARWATER: Lawrence R. 
Buckley, James P. Burns Jr., Douglas W. Carr, Raymond 
H. Center, ‘Helen L. T. Dexter, James V. Freeman, John 
T. Goodgame, Lewis A. Gryte, Percy H. Guinand, Everett 
M. Harrison, Francis C. Hoare, J. Sudler Hood, John 
T. Karaphillis, Charles H. Lasley, John A. Lauer Jr., 
James B. Leonard, Raymond M. Lockwood, William G. 
Mason, Sherman H. Pace, Samuel T. Register, Henry E. 
Smoak Jr., Robert P. Vomacka, Thomas H. Wallace, Ro- 
bert M. Wolff. DADE CITY: John S. Williams. DUNE- 
DIN: James C. Fleming, John A. Mease Jr., Virgil D. 
Smith, James F. Spindler, Walter H. Winchester. FORT 
MYERS: George D. Hopkins II, John S. Stewart. 
GAINESVILLE: George T. Harrell Jr, JACKSON- 
VILLE: Samuel M. Day, Edward Jelks, Lorenzo L. Parks. 
LAKELAND: Jere W. Annis, Marion W. Hester. MI- 
AMI: John D. Milton. NEW PORT RICHEY: Frank 
Y. Robson. PANAMA CITY: William C. Roberts. 
PLANT CITY: Madison R. Pope. PUNTA GORDA: 
Walter B. Clement, Roscoe S. Maxwell. ST. PETERS- 
BURG: Henry J. Jensen, Francis H. Langley, Whitman 
C. McConnell, Whitman H. McConnell, John B. O’Neill, 
Howard L. Reese. SAFETY HARBOR: David P. Wollo- 
wick. SARASOTA: John M. Butcher, Melvin M. Sim- 
mons, Henry J. Vomacka. TALLAHASSEE: Francis 
T. Holland. TAMPA: Samuel H. Adams, Harold O. 
Brown, Joseph D. Brown, Leffie M. Carlton Jr., Robert 
H. Soffer, Richard G. Connar, Herschel G. Cole, Joshua 
C. Dickinson, Samuel G. Hibbs, Alexander J. Kelly, 
Richard A. Martorell, Eugene B. Maxwell, James N. 
Patterson, Zack Russ Jr., Marshall E. Smith, Mason C. 
Smith, Wesley W. Wilson. TREASURE ISLAND: James 
W. Allee. 

VISITING DOCTORS: CLEARWATER: Morris W. 
Dexter, Harold Gross, R. T. Snider. DUNEDIN: Philip 
B. Paty, William T. Williams. HOLMES BEACH: 
Trave L. Brown Jr. TAMPA: William M. Douglas, 
Harold L. Sanders. FAIRBORN, OHIO: Theodore H. 
Winans. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph. D. GAINES- 
VILLE: Cash B. Pollard, Ph. D. JACKSONVILLE: 
Ernest R. Gibson, Eugene L. Nixon, W. Harold Par- 
ham, H. A. Schroder. 


Northeast Medical District 
October 30 — Orlando 

Assisting Dr. Harvard as presiding officers 
were Dr. Leo M. Wachtel, Councilor for District 
3, during the scientific assembly, and Dr. Don 
C. Robertson, Councilor for District 4, at the 
general session. 

Following the address of welcome by Dr. 
Frank J. Pyle, president of the Orange County 
Medical Society, Dr. Frank C. Bone, of Orlando, 
discussed “Diagnosis and Medical Management 
of Gastrointestinal Bleeding” and Dr. James M. 
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Davis, of Jacksonville, “Diagnosis and Surgical 
Management of Gastrointestinal Bleeding.” 

The 1958 meeting is to be held at Cocoa ac- 
cording to decision reached during the general 
session. Total registration was 109 of which 101 
were Association members (95 from this district) 
and eight visitors. Past presidents attending were 
Dr. Edward Jelks, Dr. Frederick J. Waas, Dr. 
John D. Milton, Dr. Eugene G. Peek Sr., Dr. 
Duncan T. McEwan, Dr. William C. Thomas 
Sr. and Dr. Herbert E. White. 


Registration 


BROOKSVILLE: S. Carnes Harvard. CLERMONT: 
Thomas D. Weaver. COCOA: A. F. Thomas. DAY- 
TONA BEACH: John J. Cheleden, C. Robert DeArmas, 
Alphonsus M. McCarthy, Russell C. Smith. EUSTIS: 
Raymond A. Debo. GAINESVILLE: Eugene H. Cum- 
mings, Allen Y. DeLaney, George T. Harrell Jr., John E. 
Maines Jr., Samuel P. Martin, William C. Thomas Sr. 
JACKSONVILLE: Charles D. Cooksey, James E. Cou- 
sar III, James M. Davis, Samuel M. Day, Edward Jelks, 
A. Mackenzie Manson, Kenneth A. Morris, Nelson A. 
Murray, Arthur R. Nelson, C. Burling Roesch, Clarence 
M. Sharp, John H. Terry, Frederick J. Waas, Leo M. 
Wachtel, Edward C. Watt. LAKELAND: Jere W. 
Annis. LEESBURG: George E. Engelhard, Marion B. 
O’Kelley. MELBOURNE: Jack T. Bechtel, Arthur C. 
Tedford. MIAMI: John D. Milton. MOUNT DORA: 
J. Basil Hall, Robert H. Montgomery, Fred A. Vincenti. 
NEW SMYRNA BEACH: Thomas D. Cook. OCALA: 
William H. Anderson Jr., Henry L. Harrell, John D. 
Lindner, Eugene G. Peek Sr., Eugene G. Peek Jr. OR- 
LANDO: Benjamin L. Brock, Thomas C. Butt, J. 


Matpractice Prophylaris 


AVOID LOOSE TALK, 
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makes aur doctor safer 
THE 
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Rocher Chappell, Chas. J. Collins, Herbert W. Collins, 
Thomas R. Collins, William R. Daniel, James G. Econo- 
mon, Horace A. Day, Roger C. Floren, Oscar W. Freeman, 
Raymond C. Haley Jr., Keith L. Hanson, Thomas F. 
Hegert, Harold W. Johnston, Morton Levy, Duncan T. 
McEwan, Carl S. McLemore, James A. McLeod, Meredith 
Mallory, J. William Martin, Fred Mathers, William S. 
Mitchell, James D. Moody, Charles A. Murray, Franklin 
G. Norris, Louis M. Orr, Frank M. Parish, Roger E. Phil- 
lips, Frank J. Pyle, Joseph G. Seltzer, Charles R. Sias, 
Freeman D. Stanford, W. Dean Steward, Sam N. Sulman, 
Robert L. Tolle, A. Fred Turner Jr., Jack P. Ward, 
Robert E. Zellner. OVIEDO: Edward W. Stoner. PAN- 
AMA CITY: William C. Roberts. ROCKLEDGE: J. 
Robert Doty, Myron L. Habegger, Louis C. Jensen Jr., 
ST. AUGUSTINE: Reddin Britt, Herbert E. White. 
SANFORD: Orville L. Barks, J. Clifford Boyce, Daniel 
H. Mathers, Harry Z. Silsby. TALLAHASSEE: Francis 
T. Holland. TAVARES: James R. Hanson. WEST 
PALM BEACH: Cecil M. Peek. WINTER PARK: 
Dorothy T. Clark, Duane C. Deen, Charles D. Price, 
Henry J. Wiser. 

VISITING DOCTORS: CLERMONT: Thomas H. 
Nichols. GAINESVILLE: S. R. Woodward. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACK- 
SONVILLE: Ernest R. Gibson, Eugene L. Nixon, W. 
Harold Parham, H. A. Schroder. ORLANDO: Mrs. 
Berneice T. Mathis. 


Southeast Medical District 
October 31 — Fort Pierce 


Presiding with Dr. Harvard were Dr. Ralph 
M. Overstreet Jr., Councilor for District 7, dur- 
ing the scientific assembly, and Dr. Nelson Zivitz, 
Councilor for District 8, during the general ses- 
sion, 

Dr. John M. Gunsolus, president of the St. 
Lucie-Okeechobee-Martin County Medical So- 
ciety, delivered the address of welcome, and fol- 
lowing, Dr. Fred E. Manulis, of Palm Beach, dis- 
cussed “Diagnosis and Medical Management of 
Gastrointestinal Bleeding,” and Dr. Richard M. 
Fleming, of Miami, “Diagnosis and Surgical Man- 
agement of Gastrointestinal Bleeding.”’ 

The 1958 meeting is to be held at Miami. 
Total registration was 70, of which 59 were Asso- 
ciation members (50 from this district) and 11 
visitors. Among those registered were past presi- 
dents Dr. John D. Milton, Dr. Frederick K. 
Herpel and Dr. Edward Jelks. 


Registration 


BELLE GLADE: Wilbert O. Norville (Col.). BOYN- 
TON: Charles D. Akes. BROOKSVILLE: S. Carnes 
Harvard. CORAL GABLES: Anna A. Darrow, Warren 
W. Quillian. FORT PIERCE: Joseph H. Batsche, Al- 
fred J. Cornille, Russell L. Counts, Hugh B. Goodwin Jr., 
Martin G. Gould, Howard C. McDermid, Adrian M. Sam- 
ple, Wilbur S. Turner, Richard F. Sinnott, George Theo- 
dorou, Lester L. Whiddon, Melvin Wolkowsky, Lloyd U. 
Young. GAINESVILLE: Henry J. Barbers Jr., George 
T. Harrell Jr. JACKSONVILLE: Samuel M. Day, Ed- 
ward Jelks, Clarence M. Sharp. LAKELAND: Jere W. 
Annis. LAKE WORTH: James H. Rester Jr., A. Scott 
Turk, Edward W. Wood. MIAMI: Reuben B. Chrisman 
Jr., Edward W. Cullipher, Richard M. Fleming, W. 


(Continued on page 744) 
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(Continued from page 742) 

Tracy Haverfield, Ralph W. Jack, Truxton L. Jackson, 
John D. Milton, Winston K. Shorey. MIAMI BEACH: 
Nelson Zivitz. PALM BEACH: Arthur P. Kaupe, Fred 
E. Manulis.s PANAMA CITY: William C. Roberts. 
STUART: John M. Gunsolus, Julian D. Parker. TALLA- 
HASSEE: Francis T. Holland. VERO BEACH: Melton 
D. Council, William L. Fitts 3rd, Vernon L. Fromang, 
B. Bowman Guerin, Kip G. Kelso. WEST PALM BEACH: 
Willard F. Ande, John M. Baber, Edwin W. Brown, Vic- 
tor Clarholm, James F. Cooney, Joseph J. Daversa, Frede- 
rick K. Herpel, V. Markin Johnson, Edgar A. P. Keller- 
man, Philip O. Lichtblau, W. Ambrose McGee, Lloyd J. 
Netto, Ralph M. Overstreet Jr. 

VISITING DOCTORS: JENSEN BEACH: Richard 
Q. Penick. SEBASTIAN: Harold F. Albert. WEST 
PALM BEACH: Taufick E. Bendeck, Richard D. Hoover, 
Jackson L. Thatcher, Malcolm S. Van de Water. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 


‘CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 


VILLE: Ernest R. Gibson, Eugene L. Nixon, W. Harold 
Parham. 





NEW MEMBERS 











The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Aye, Ralph C., Tampa 

Ernst, Conrad F., Crystal River 

Lanford, William S., Indialantic 

Miller, Neill D., Fort Pierce 

Morton, Donald G., Melbourne 

Wiswell, Orville O., Cocoa 
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STATE NEWS ITEMS 





Dr. Louis M. Orr of Orlando attended the 
Eleventh General Assembly of the World Medi- 
cal Association held in Istanbul, Turkey, as a 
member of the Board of Directors. While abroad, 
he visited clinics and hospitals in France, Italy, 
Switzerland, Germany, Holland and England. 

Zw 

Drs. Ruth S. Jewett and Eugene L. Jewett of 
Orlando attended the annual meeting of the So- 
ciety of Orthopedic Surgery and Traumatology 
held in Colombia, South America. Dr. Eugene L. 
Jewett presented two papers during the meeting; 
one entitled ‘““The Place of Replacement Pros- 
thesis and Hip Joint Trauma;” the other “The 
Rigid Internal Fixation of Intracapsular Femoral 
Neck Fractures.” 

pa 

Dr. Albert M. Ziffer of Orlando appeared on 
the program of the scientific assembly of the 
American Heart Association held in Chicago. The 
title of his paper was “Hemodynamic Effects of 
Vasodilatation Induced by Sodium Nitrate in 
Congestive Heart Failure: Relationship to Star- 
ling’s Law of the Heart.” 
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In pain: Anxious, Fearful. On the road to cardiac 
invalidism; These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 
enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
put reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
‘optimal effect by switching to pink carTRAx “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
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a continuous dosage schedule. Use petN preparations 
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“Cardiac patients who show significant manifestations, of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”! 
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Dr. Alvan G. Foraker of Jacksonville attend- 
ed the meeting of the Intersociety Cytology 
Council in Augusta in mid-November, partici- 
pating in a panel discussion on intraepithelial 
carcinoma of the cervix. Dr. Foraker also at- 
tended meetings of the Advisory Cytology Com- 
mittee, formed to advance research in this field. 

aw 

Dr. Kenneth G. Gould Sr. of Tampa recently 
served a special two week tour of active service 
during which he visited United States Air Forces 
bases in Germany, France and England. Dr. 
Gould is a colonel in the United States Air 
Force Reserve. 

4 

Dr. Wilson T. Sowder of Jacksonville, State 
Health Officer, has been elected a director of the 
State and Territorial Health Officers Association. 

aw 

Dr. William M. C. Wilhoit of Pensacola has 
been elected president of the Florida Mental 
Health Association. Dr. Wilhoit is a member of 
the Committee on Mental Health of the Florida 
Medical Association. 

aw 

Dr. Mason Trupp of Tampa has been award- 

ed a citation for his distinguished work in medi- 
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cine by the Washington College Alumni Associ- 
ation. Dr. Trupp received the Bachelor of Science 
degree at the Chestertown, Md., college in 1933. 
aw 
Dr. Reuben J. Plant Jr. of St. Augustine has 
been re-elected president of the St. Johns County 
Welfare Federation. 
aw 
Dr. Albert V. Hardy of Jacksonville has 
been appointed assistant state health officer, a 
position recently created by the Florida State 
Board of Health. 
sw 
Dr. James R. Sory of West Palm Beach has 
returned from the Medical College of Georgia 
at Augusta where he did postgraduate work in 
endocrinology. 
Sw 
Dr. Daniel B. Langley of Naples discussed 
the importance of the Rh factor in human blood 
at a recent meeting of the Rotary Club of that 
city. 
aw 
Dr. Nelson H. Kraeft of Tallahassee addres- 
sed the Leon County Chapter of the Florida 
Federation of Social Workers on some of the 
(Continued on page 752) 
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The High 
Protein Diet 


Meat, of course, is an outstanding source of 
protein, but it can easily be reinforced with 
other protein foods. For instance, a fluffy 
omelet folded over penny-sliced frankfurters, 
ground cooked meat, flaked fish or cheese is 
both tempting and economical. 

A green salad topped generously with shoe- 
strings of meat and cheese carries its weight in 


United States Brewers Foundation <4 
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! ...and may we 
remind you that 
a glass of beer 
can make high 
protein diets 
more palatable? 


protein. Cottage cheese for extra protein is 
especially tasty in a salad or as a spread on 
dark bread. An egg white whipped into fruit 
juice makes a frothy flip—and fruit and cheese 
for dessert give a big protein boost. For 


- variety’s sake a frosty glass of beer* adds zest 


to any meal as well as protein to the diet. 


*Protein 0.8 Gm.; Calories 104/8 oz. glass (Average of American Beers) 
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If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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(Continued from page 746) 
psychological and sociological aspects of cancer 
at a meeting of the group in October. 

Sw 
Dr. Howard V. Weems Sr. of Sebring has 
been honored by the Rotary Club there for his 
35 years service as a physician to the community. 
jut 
Drs. Arnold H. Eichert and Jess V. Cohn of 
Hollywood discussed “The Steps Leading Into 
and Out of Mental Hospitals” at the October 
meeting of the Woman’s Auxiliary to the Broward 
County Medical Association held at the home 
of Mrs. Scottie J. Wilson. 


ya 
Dr. Henry G. Morton of Sarasota has been 
installed as president of the Florida Pediatric 
Society. Dr. Harry M. Edwards of Ocala is 
serving as secretary and Dr. Fred I. Dorman 
of Lakeland as treasurer. Installation of Dr. 
Morton and the election of Drs. Edwards and 
Dorman took place at the Twenty-Seventh An- 
nual Meeting of the Society held at West Palm 
Beach. 
Sw 
Dr. Aubrey Y. Covington of Starke, director 
of the Clay-Bradford-Union County Health De- 
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partments, has been elected first vice president 
of the Florida Health Officers Association. 


-—4 
Drs. Nelson Zivitz and S. Charles Werblow 
directed the activities of the medical division for 
the United Fund’s Miami Beach campaign. 


Physicians from Florida, Alabama and Missis- 
sippi attended the symposium on “The Use of 
Antibiotics in Infectious Diseases” held at Pen- 
sacola early in November. The symposium was 
sponsored by the Escambia County Medical 
Society in cooperation with the Lederle Labora- 
tories Division of the American Cyanamid Co. 
Drs. Paul F. Baranco, president of the Society, 
Barkley Beidelman and John M. Packard, all of 
Pensacola, served as presiding officers for the 
various sessions. 


ya 

Fifty members of the Southern Flying Phy- 
sicians gathered at Miami Beach during the re- 
cent annual meeting of the Southern Medical 
Association. Dr. Donald W. Smith of Miami 
served as chairman of the local arrangements 
committee for the meeting. Dr. Walter G. Robin- 
son of Palm Beach is president and Dr. Edwin 
H. Andrews of Gainesville is secretary. 








quickly destroyed. 


A GOOD REPUTATION 


It takes years to build, but can be eniine 


Cinderson Surgical Supply Co. 


Established 1916 





[t must be carefully guarded. 





“A good name is rather to be chosen 


than great riches.” 


Distributors of Known Brands of Proven Quality 


TELEPHONE 2-8504 
MORGAN AT PLATT TELEPHONE 5-4362 
ST. & 6th AVE., 


P. O. BOX 1228 9th sO. 
TAMPA 1, FLORIDA ST. PETERSBURG, FLORIDA 
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To cut daytime lethargy 


(and keep rauwolfia potency) 


in treatment 


of hypertension: 





Additional clinical evidence' supports 
the view that HARMONYL offers full 
rauwolfia potency coupled with much 
less lethargy. In a new comparative 
study HARMONYL was given at the 
same dosage as reserpine and other 
rauwolfia alkaloids. Only one 
HARMONYL patient in 20 showed 
lethargy, while 11 patients in 20 
showed lethargy with 


reserpine; 10 in 20 with Obbott 


the alseroxylon fraction. 


712201 





for your hypertensives 


who must stay on the job 


while the drug works effectively . . . 


so does the patient 
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cumulative 
response to 


reserpine alone 


in anxiety and hypertension 
NEW fast-acting 


“ Harmonyl-N 


(Harmonyl* and Nembutal® ) 


Calmer days, more restful nights starting first day 
of treatment, through synergistic action of 
HARMONYL (Deserpidine, Abbott) and NEMBUTAL 
(Pentobarbital, Abbott). Lower therapeutic 

doses, lower incidence of side effects. Each 
HARMONYL-N Filmtab contains 30 mg. NEMBUTAL 
Calcium and 0.25 mg. HARMONYL. Each 
HARMONYL-N Half-Strength Filmtab combines 

15 mg. NEMBUTAL Calcium and 


Obbott 


0.1 mg. HARMONYL. 


® Filmtab—Fiim-sealed tablets, Abbott; pat. applied for 


801060 *Trademark 
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Dr. George A. Dame of Jacksonville was hon- 
ered for his “great devotion and high service to 
the cause of public health” by the Florida Public 
Health Association at its Twenty-Ninth Annual 
Meeting held at Fort Lauderdale, October 31- 
November 2. 

Sw 

Dr. Milton S. Saslaw of Miami has been 
appointed governor for the state of Florida of 
the American College of Cardiology. 

Sw 

The College of Medicine of the University 
of Florida at Gainesville has received a grant 
from the National Institutes of Health to provide 
for laboratories for a broad health research pro- 
gram. The grant will be used in the construction 
of an addition ts the present Medical Sciences 
Building. 

Sw 

A Symposium on the Management of Cardio- 
vascular Problems of the Aging has been planned 
for April 12, 1958, at Miami Beach, according 
to announcement by Dr. O. Whitmore Burtner 
of Miami, chairman of the Symposium Commit- 
tee of the Dade County Medical Association. It 
is being sponsored by the Association and the 
pharmaceutical firm of J. B. Roerig & Company. 

Zw 

The first Oklahoma Colloquy on Advances 
in Medicine to be devoted to problems in fluid, 
electrolyte and nutritional balance has been 
scheduled for Feb. 6-8, 1958 at the University 
of Oklahoma School of Medicine. Information 
may be obtained from the Division of Post- 
graduate Education, University af Oklahoma 
School of Medicine, Oklahoma City, Okla. 

ya 

Drs. Raymond H. King of Jacksonville and 
William W. Richardson of Graceville have been 
appointed to the Advisory Council for Hospital 
Licensure to the Florida State Board of Health 
by Governor LeRoy Collins. 

aw 

The Atlanta Graduate Medical Assembly has 
been scheduled for Feb. 17-19, 1958, in the Atlan- 
ta Biltmore Hotel at Atlanta. Subjects include 
medicine, surgery, obstetrics and gynecology, 
neurology and psychiatry, neurosurgery, pathol- 
ogy, pediatrics, radiology and urology. Advance 
registration is possible by contacting the Atlanta 
Graduate Medical Assembly, 875 W. Peachtree 
Street, N.W., Atlanta, attention Mrs. Shafer. The 
fee is $10. 
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i ACHROCIDIN is a well-balanced, comprehensive formula for ACHROMYCIN © Tetracycline - 125 mg. 
. treating acute upper respiratory infections. gl tellin is 30 me. 
Salicylamide. . ....-.--- 150 mg. 
I Debilitating symptoms of malaise, headache, pain, mucosal Chlorothen Citrate . . . . . . 25mg 
1 — ‘a : Bottle of 24 tablets 
and nasal discharge are rapidly relieved. 
Early, potent therapy is offered against disabling complications syrup 
; to which the patient may be highly vulnerable, particularly 
during febrile respiratory epidemics or when questionable middle Hach seaqpoonfel (5 os.) containes 
ne ——- ACHROMYCIN ® Tetracycline 
' ear, pulmonary, nephritic, or rheumatic signs are present. equivalent to tetracycline HCl 125 mg. 
PRES. 6 sy 4s e @ 120 mg. 
‘ : ‘ Ss : 1 
ACHROCIDIN is convenient for you to prescribe—easy for the a, eee te tee . 4 
i : Pyrilamine Maleate. . . . . . 15 mg. 
: patient to take. Average adult dose: two tablets, or teaspoonfuls eee tS: : io 
of syrup, three or four times daily. Propylparaben. ... ~~. - 1 mg. 
] Available on prescription only 
. LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK p> 
*Reg. U. S. Pat. Off. 
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A NEW SKELETAL 
MUSCLE RELAXANT 






















RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an = 
entirely new agent for effective and well-tolerated skeletal muscle Re 
relaxation. ROBAXIN is an entirely new chemical formulation, with in 
outstanding clinical properties: in! 
@ Highly potent and long acting.** pe 
® Relatively free of adverse side effects."?***7 th 

@ Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ ot 
® Beneficial in 94.4% of cases with acute back pain ” 
due to muscle spasm.'***” inj 

@ oe ae 

4 CLINICAL RESULVITH ROE 





OF 
DISEASE ENTITY ° 
_— bs TREAT, 


ce 





Acute back pain a! 


(a) Muscle spasm secon 2-42 « 


to sprain 


(b) Muscle spasm due to 3 1-42 ¢ 
trauma 


(c) Muscle spasm due to |5 4-240 


: ‘ : e nerve irritation qT 
“4 (d) Muscle spasm secon 2-28 ¢ 


to discogenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 3-60 c 


torticollis, etc.) 


TOTAL b 

















d 

" Highly specific action 

le RosBAXIN is highly specific in its action on the 
h internuncial neurons of the spinal cord — with 


inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 








(Methocarbamol Robins, U.S, Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3— or an over-all bene- 
ficial effect in 94,4%,1*4%7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 6.2%,1:?)3:467 


Indications ~ Acute back pain assogi- 
ated with: (a) muscle spasm secondary to 





‘ESULVITH ROBAXIN IN ACUTE BACK PAIN‘ 3.4.6.7 


sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 








(d) muscle spasm secondary to discogenic 


disease and postoperative orthopedic 
































procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
Dosage — Adults: Two tablets 4 times 


daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses. 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 


*Citieniies counts should be made since some decrease 


was noted in 3 patients out of a group of 








PBURATION RESPONSE 
ree ene [OSE PER OAY (divided) | ciked mod. slight neg. PE EFFECTS 
eae 
due ‘| 
secondotl® 2-42 days 3-6 Gm. 17 1 0 0 f None, 16 
Dizziness, 1 
Slight nausea, 1 
dueto f° 1-42 days 2-6 Gm. 8 1 3 1 | None, 12 
Nervousness, 1 
dueto |5 | 4-240 days 2.25-6 Gm. 4 1 © | © | None,5 
] 
econ 2-28 days 1.5-9 Gm. 24 3 0 3 None, 25 
isease Dizziness, 1 
jive Lightheaded- 
cedures ness, 2 
Nausea, 2 * 
sitis, | | 3-60 days 4-8 Gm. é t) 0 © | None, 6 
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TAL 59 le 13 14 oy 
Seaver nema on 5, SON 










7. O'Doherty, D. _ Publication pending. 8. Truitt. 'B. Je, and 
Little, J: M.: J. ‘Pharm. & Exper. Therap. 119: 161, 1957, 








ae 1, Carpenter, E. B.: Publication 2. Carter, 


le See ae ee Pee 
of 30 days orlonger. 


Supply —Robaxin Tablets, 0.5 Gm., in 


coidtiad - ° Freund, c mi 
A. M., Truitt, E. B., Jr. and Little, J. J.M.: American Pharm. Assn. bottles of 50. 
é Bemis ee gee) 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 
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| CLASSIFIED 
Advertising rates for this column are $5.00 per 
insertion for ads of 25 words or less. Add 20¢ for 
each additional word. 


WANTED: Physician desires ‘temporary position | 


while awaiting residency. Have 
Any type practice con- 


| beginning January 
two years surgical training. 


sidered. Florida license. Married. Age 28. Write 
| 69- 244, P. O. Box 2411, Jacksonville, Fla. 
HOSPITAL FOR SALE: 30 bed ultra modern | 


| hospital and clinic in booming Titusville, 
| next to Guided Missile Base. 
| more doctors. Easy terms. 


| 2411, Jacksonv ille, Fla. 


| 

WANTED: General Practitioner to associate with | 
| group in South Florida. No Ob or Surgery required. | 
| Give full particulars of training, experience and refer- 
| ences. Write 69-249, P. O. Box 2411, Jacksonville, | 
Fla. 


WANTED: Information regarding locations. Flor- 
ida licensed. One year rotating internship; one year 
general surgical residency. Plans General Practice. 
Write 69-252, P. O. Box 2411, Jacksonville, Fla. 


POSITION WANTED: Desires association or sal- 
aried position in Ophthalmology or EENT practice. 
34 years of age, white, male, Methodist. Florida li- 
cense. Board eligible in Opthalmology with three years 
experience in EENT practice. Write P. O. Box 69- 
253, Pr. @: Box 2411, Jacksonville, Fla. 











“FOUND: Black mechanical pencil on registration 
desk at Called Meeting of House of Delegates in 
Jacksonville, December 8. Owner should contact 
Florida Medical Association, P. O. Box 2411, Jackson- 
ville, Fla. | 














Florida | 
Suitable for three or | 
Write 69-242, P. O. Box | 


| 
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COMPONENT SOCIETY NOTES 








Brevard 

Dr. Jack T. Bechtel, of Eau Gallie, has as- 
sumed the office of president of the Brevard 
County Medical Society following his election at 
the Society’s November meeting. Dr. Louis C. 
Jensen Jr., of Rockledge, was chosen as vice 
president, and Dr. Cyrus E. Warden, of Mel- 
bourne, secretary-treasurer. 

Dr. J. Rocher Chappell, of Orlando, chairman 
of the Committee on Civil Defense and Disaster 
of the Florida Medical Association, was principal 
speaker at the November meeting. He discussed 
civil defense as it applies to medical personnel. 

The Society has paid 100 per cent of its 
state dues for 1957. 

Bay 

The Bay County Medical Society has paid 

100 percent of its state dues for 1957. 


Lake 
The Lake County Medical Society and its 
Woman’s Auxiliary held its annual joint meeting 
with the Lake County Bar Association on Novem- 
(Continued from page 762) 





Where To Find Us... 


Jacksonville 
Mr. George R. Garrett 


Surgical Supply Company 


Phone EL 5-8391 


Residence Phone EX 8-7940 


Mr. John R. Gregory 


Surgical Supply Company 


Phone EL 5-8391 


Residence Phone EX 8-7095 


Mr. J. Beatty Williams Jr. 
Surgical Supply Company 


Phone EL 5-8391 


Residence Phone EV 8-9054 


Jacksonville Beach 

Jim W. Basemore 
1215 9th Street N. 
Phone CH 9-2563 


Mr. 


urgica 


T. B. SLADE, JR. 





SUPPLY COMPAN Y 


1050 W. Adams St. 


Orlando 
Mr. R. E. Jacobus 
3708 Hargill Drive 
Phone GA 5-5478 


Tallahassee 
Mr. Loomis P. King 
522 East Park Avenue 
Phone 3-5067 


Lakeland 
Mr. R, E. Lewis Jr. 
414 Hillside Drive 
Phone Mutual 9-608! 





P. O. Box 2580 Jacksonville, Fla. 


J. BEATTY WILLIAMS 
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STHMATIC— 


ut cheerful instead of fearful 


ew Isuprel-Franol tablets bring 
und-the-clock relief plus emergency 
Jp against sudden attack. Anxiety 
ps when patients know they'll get 
lief in 60 seconds — relief that con- 
nues for four hours or more. 


uprel HCl (10 mg. for adults, 5 mg. 
r children), the most potent broncho- 
ilator known, makes up the outer 

ting. In a sudden attack, the patient 
uts the tablet under his tongue. Relief 
arts in 60 seconds. A unique feature 
the “flavor-timer.” As the Isuprel is 
sorbed a lemon flavor appears. When 
disappears—about five minutes later 
the patient swallows the tablet. 


nunexcelled combination for pro- 
nged bronchodilatation makes up the 
uprel-Franol core: benzylephedrine 
Cl (82 mg.), Luminal® (8 mg.) and 
eophylline (130 mg.). Swallowed, the 
blet works for four hours or more. 


uprel-Franol tablets are “. .. effec- 
ve in controlling over 80% of 
tients with mild to moderate 
ttacks of asthma.”’! 

Fromer, J. L.,.and DeRisio, 


.d.: Lahey Clin. Bull. 10:45, 
-Dec., 1956. 


withnop LABORATORIES 
New York 18, N.Y. 








| 





ISUPREL-FRANOL 
tablets (Isuprel HC110 mg.) 
for adults; 

Je. /00 ISUPREL-FRANOL 
Mild tablets (Isuprel HCl 
5 mg.) for children: 

Attu , One tablet every three or 


fled /lAblel- nde pone 3 hours — a for 
continuous control of bron- 

Lorgat., purelloar oft chospasm in chronic asthma. 
Gre sats One tablet taken sublingual- 
: ly for sudden attack. “Fla- 






vor-timer” signals when 
patient should swallow. 
— Bottles of 100 tablets. 


“Flavor-timer” signals patients 
when to swallow tablets 


me ISUPREL 
; immediate effect sublingually — 


for emergency use 


LEMON “FLAVOR-TIMER” 


Disappearance of flavor is the 
signal to swallow 


. yusemnttae 


ef FRANOL Lumina 
Benzylephedrine 
Sustained action — reduces fre- 
quency and intensity of attacks 


PUPREL (BRAND OF ISOPROTERENOL), FRANOL AND LUMINAL (BRAND OF PHENOBARBITAL), TRADEMARKS REG. U. S. PAT. OFF. 
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Supertor for acne cleansing 


The greatest benefit in 
acne therapy comes to 
those patients who use 
pHisoHex® often and 
daily in conjunction 
with other standard 
measures. 


For best results, pre- 
scribe from four to six 
pHisoHex washings of 
the acne area daily. 


pHisoHex cleans better 
than soap, degerms rap- 
idly, prevents bacterial 
growth, and maintains 
normal skin pH. 


(lj 





pHisoHex’ 


Sudsing, 
nonalkaline 
antibacterial 
detergent— 
nonirritating, 
hypoallergenic. 
Contains 3% 
bexachlorophene. 


LABORATORIES 
New York 18, N.Y. 


pHisoHex, trademark reg. U. S. Pat. Off. 
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(Continued from page 758) 
ber 6 at the Silver Lake Country Club in Lees- 
burg. Approximately 80 persons attended the 
dinner meeting. Mr. Wesley A. Sink and Mr. AI- 
fred Hawkins, attorneys, gave the presentation 
on the subject: AMA-Bar Medico-Legal Problems. 


Leon-Gadsden-Liberty-Wakulla-Jefferson 

The Leon-Gadsden-Liberty-Wakulla-Jefferson 
County Medical Society has paid 100 per cent 
of its state dues for 1957. 


Pinellas 
Dr. John P. Rowell, of St. Petersburg, was 
principal speaker for the December meeting of 
the Pinellas County Medical Society. The title 
of his address was “Review of Fluoridation of 
Water.” 
Putnam 
Dr. Edward Jelks, of Jacksonville, a member 
of the Board of Governors of the Florida Medical 
Association, addressed members of the Putnam 
County Medical Society at their November meet- 
ing. 
Walton-Okaloosa-Santa Rosa 
The Walton - Okaloosa - Santa Rosa County 
Medical Society has paid 100 per cent of its state 
dues for 1957. 


OBITUARIES 


William C. Young 

Dr. William C. Young died at his home in 
Chiefland on Aug. 18, 1957, after an illness of 
several months. He was 82 years of age. 

Born in South Carolina in 1874, Dr. Young 
received his medical training in Georgia. He was 
awarded the degree of Doctor of Medicine by the 
Medical College of Georgia at Augusta in 1911 
and that same year was licensed to practice medi- 
cine in Florida. He engaged actively in the gen- 
eral practice of medicine in Chiefland for 44 
years and was a resident of Florida for 60 years. 
Home deliveries were routine for Dr. Young, who 
delivered over 3,000 babies during his career, in- 
cluding many of Chiefland’s prominent citizens, 
young and old. Noted for a remarkable memory, 
he not only could recall the date but also the time 
of every delivery. 

This beloved family physician was so highly 
esteemed in the community that a new street was 
named W. C. Young Boulevard in his honor last 
year. He was always active in church work, at- 
tending choir and prayer meetings, and until a 

(Continued on page 766) 
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METANE™ EXTENTABS® TABLETS ELIXIR 


OIMETANE IS PARABROMDYLAMINE MALEATE — EXTENTABS 12 MG., TABLETS 4 MG., ELIXIR 2 MG. PER 5 CC. 


a blanket of allergic protection, covering 10-12 
hours —with just one Dimetane Extentab » DIMETANE 
Extentabs protect patient for 10-12 hours on one tablet. 

Periods of stress can be easily han- 


dled with supplementary DIMETANE 
Tablets or Elixir to obtain maxi- 
mum coverage. 


A. H. ROBINS CO., INC. 


Dosage: 


Adults—One or two 4-mg. tabs, 
or two to four teaspoonfule 
Elizir, three or four times daily. 
One Extentab q.8-12 h, 

or twice daily. 

Children over 6—One tab. 

or two teaspoonfuls Elixir t.i.d. 
or q.i.d., or one Extentab q.12h. 
Children 3-6—% tab. 

or one teaspoonful Elizir t.i.d. 


wh y/ 


Richmond, Virginia | Ethical Pharmaceuticals of Merit Since 1878 


MN 
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(Continued from page 762) 
short time before his death he served as lay pastor 


in the Baptist Church. 

Dr. Young was the oldest member of the 
Alachua County Medical Society. He was a life 
member of the Florida Medical Association and 
also held membership in the American Medical 
Association. 

Immediate survivors include the widow, Mrs. 
Jessie Young, of Chiefland; two daughters, Mrs. 
Edward Kielmer, of Gary, Ind., and Mrs. Tom 
Barkett, of Chiefland; and two sons, Dr. Wilburn 
C. Young, of Canal Point, and Capt. William H. 
Young, United States Army, Ann Arbor, Mich. 
A sister, Mrs. J. P. Frierson, of Kingstree, S. C., 
and a brother, Harry Young, of Oklahoma City, 
Okla., also survive. 





Ralph Frederick Allen 


Dr. Ralph Frederick Allen of Miami died at 
Variety Children’s Hospital in that city on Aug. 
9, 1957, a few hours after suffering a heart attack 
at his home. He was 46 years of age. 

_A native Floridian, Dr. Allen was born in 
Milton. He completed high school there and then 
attended the University of Florida. He received 
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his medical degree from the Tulane University 
School of Medicine in New Orleans in 1935. 
Thereafter, he served one year in the United 
States Public Health Service Hospital in San 
Francisco. 

In 1937, Dr. Allen returned to Florida and 
entered the private practice of medicine in Mi- 
ami. His specialty was proctology. Locally, he 
was a member of the Miami Kiwanis Club, Miami 
Consistory and Biscayne Bay Lodge, A.F. & 
A.M., and the Riviera Country Club. 

During World War II, Dr. Allen served as an 
officer in the Navy, conducting surveys of health 
and sanitation in the Marshall Islands and other 
Pacific areas. 

Dr. Allen was a member of the Dade County 
Medical Association and the Florida Medical 
Association. He also held membership in the 
American Medical Association, Southern Medical 
Association, American Proctology Association, In- 
ternational College of Surgeons and American 
Society of Tropical Medicine. 

Surviving are the widow, Mrs. Eugenia Allen; 
a son, Raymond F. Allen, of Miami; a daughter, 
Mrs. Gary Lipe, of Quantico, Va.; and his moth- 
er, Mrs. Carrie H. Allen, of Milton. 





Distributor in Florida: 


L. C. Grate Biologicals 


P. O. Box 341 
Miami, Florida 


Riverside Station 
HI 8-4750 





Used Routinely . . 


CALPHOSAN 


the painless intramuscular calcium 


is the preferred vehicle 
of choice because of its ease of administration and its 
lasting effect. Complete literature on request. 


Formula: A specially processed solution of Calcium Glycero- 
phosphate and Calcium Lactate containing 1% of the ester and 
salt in normal saline with 0.25% phenol. Patent No. 2657172. 


Safe... Effective 


THE CARLTON CORPORATION 


45 East 17th St., New York 3. 
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new 
“flavor-timed”’ 
dual-action 
coronary vasodilator 
Dil 
oN TRADEMARK 


for Sustained coronary vasodilation and 
protection against anginal attack 


SUBLINGUAL 
for Immediate relief from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 


Glyceryl trinitrate (nitroglycerin)—0.4 mg. (1/150 grain) 
is in the outer jacket—held under the tongue until 
the citrus flavor disappears; provides 

rapid relief in acute or anticipated attack. 


The middle layer of the tablet is 
the citrus “flavor-timer.” 


Pentaerythritol tetranitrate —15 mg. (1/4 grain) is in the 
inner core—swallowed for slow enteric 
absorption and lasting protection. 





Bottles of 100. 


For continuing prophylaxis patients may 
swallow thé entire Dilcoron tablet. 


Average prophylactic dose: 1 tablet four times daily. 






Therapeutic dose: 1 tablet held under the tongue 
until citrus flavor disappears, then swallowed. 


. 
LABORATORIES 
NEW YORK 18, N.Y 


ei A LT 








768 


Theodore McKee Trousdale 


Dr. Theodore McKee Trousdale died at his 
home in Sarasota on April 16, 1957. He was 58 
years of age. Interment took place in Rome, Pa. 

Dr. Trousdale was a native of Platteville, Wis., 
where he was born in 1898. He was graduated 
from Cornell University in 1921. He received his 
medical degree from the Johns Hopkins University 
School of Medicine in 1925 and completed his 
postgraduate training at Long Island Hospital in 
1931. 

Locating first in Peaksville, N. Y., Dr. Trous- 
dale engaged in the practice of medicine there 
until his entry into World War II. He served 
four and one-half years in the Army Medical 
Corps. After his separation from military service, 
he came to Florida and made his home in Sara- 
sota. For 11 years he practiced his specialty of 
ophthalmology and otolaryngology there. Locally, 
he was a member of the Sarasota American Le- 
gion Post, and he was affiliated with the First 
Methodist Church. 

Dr. Trousdale was a member of the Sarasota 
County Medical Society and the Florida Medical 
Association. He also held membership in the 
American Medical Association and in his specialty 
societies. 


Votume XLIV 
NuMBER 7 





BIRTHS AND DEATHS 








Births 


Dr. and Mrs. Wade S. Rizk, of Jacksonville, an- 
nounce the birth of a daughter, Katherine Wade, on 
October 1, 1957. 

Dr. and Mrs. William J. Phelan, of Jacksonville, an- 
nounce the birth of a daughter, Colleen Teresa, on Octo- 
ber 22, 1957. 


Deaths — Members 
October 19, 1957 


October 23, 1957 
November 9, 1957 


Neill, Robert G., Orlandu 
Tolar, Julian N., Sanford 
Brooks, Warren A., Winter Park 


Deaths — Other Doctors 
October 28, 1957 


...November 10, 1957 
..July 24, 1957 


Burns, Joseph P., Lake City 
Carroll, Charles H., Miami .... 
Stormont, Riley M., Webb City, Mo 





Eighty-Fourth Annual Meeting 
Florida Medical Association 
Hotel Americana, Miami Beach 
May 10-14, 1958 














when anxiety and tension “erupts” in the G. I. tract... 


IN DUODENAL ULCER 





PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.)the most widely prescribed tranquilizer . , . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


*Trademark 


Supplied: Bottles of 100, 1,000. 


® Registered Trademark for Tridihexethy! lodide Lederle 


D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid 
1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


CONFUSION 


toa 
NORMAL 
BEHAVIOR 
PATTERN 
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WOMAN’S AUXILIARY 
TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 
Mrs. Perry D. Metvin, President...........e02++- Miami 
Mrs. Lee Rocers Jr., President-Elect... ......... Rockledge 
Mrs. Witt1am D. Rocers, Ist Vice Pres... .Chattahoochee 
Mrs. Lerrie M. Cartton Jr., 2nd Vice Pres.. .... Tampa 
Mrs. Epwarp W. Lupwic, 3rd Vice Pres......Jacksonville 
Mrs. James M. Weaver, 4th Vice Pres.. .Fort Lauderdale 
Mrs. WENDELL f: Newcoms, Recording Sec’y....Pensacola 
Mrs. Wittarp L. Firzceratp, Treasurer........... Miami 














Doctor’s Day Awards 

It looked like a wide Florida beach, the white 
sand strewn with driftwood and seashells gleam- 
ing in the sun. Only this was different — it was 
the cloths as white as the sand and the wood 
grayed and weathered on the tables. The drift- 
wood was abloom with orchids, white, lavender, 
and royal purple, and it was the Blue Room of 
the Delano Hotel at Miami Beach. 

The annual Doctor’s Day Awards luncheon 
of the Woman’s Auxiliary to the Southern Medi- 
cal Association, given in honor of our doctors, 
had as its theme this year “Orchids to our Doc- 
tors,’ and each person had an orchid to take 
away from the luncheon, carefully kept fresh 
in a small container of water. 

The exclamations at the beauty of the deco- 
rations kept resounding like the surf on the 
beach as more and more Southern doctors and 
their wives entered the room. Is it any wonder 
Southern has been here four times and will be 
returning in 1962. We will welcome them again 
as before, being well repaid with compliments 

“during the meeting, and the letters and notes 
which continue to arrive recalling the “wonderful 
time we had at Southern in Florida, you were so 
friendly and hospitable.” 

Doctor’s Day is observed on March 30, the 
anniversary of the day in 1842 when sulphuric 
acid ether was first usec in a surgical operation 
by Dr. Crawford W. Long of Georgia. Begun in 
1933 in two Georgia county Auxiliaries, its was 
shortly thereafter adopted by the Southern Aux- 
iliary and is now part of the program of the 
Auxiliary to the A.M.A. It is the day on which 
we of the Auxiliary honor our physicians in many 
and varied ways, suiting the means to our own 
communities. It is also the day on which, if pos- 
sible, we try to provide some personal pleasure 
for our hard working husbands with dinners, 
barbecues, dances or other entertainment. 

The awards given at the Doctor’s Day Awards 
luncheon are for the most original, outstanding 
and unique observance of Doctor’s Day the past 

(Continued on page 773) 
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(Continued from page 770) 

March. One award goes to the state having the 
best statewide observance, one to the county of 
more than 50 members, one to the county of less 
than 50 members and an honorable mention in 
each category. There is also the Feldner Trophy 
which is awarded to the state for its county 
auxiliary submitting the best total observance, 
regardless of size. 

There was a round of applause when Seminole 
county, with 14 members, won honorable mention 
in the small county group for the second suc- 
cessive year; there was louder applause when 
Florida Auxiliary was presented with a crisp 
ten dollar bill for the best statewide observance 
and then the roof was raised when Florida was 
presented the Feldner Trophy, for the observance 
of Dade County Auxiliary. Mrs. William P. 
Smith, President of Dade County Auxiliary and 
General Chairman of the Southern Convention, 
and Mrs. Maurice Greenfield, President-elect of 
Dade County Auxiliary, had been the Co-chair- 
man for this observance. Mrs. Robert F. Dickey, 
Dade Auxiliary’s President in March 1957, Mrs. 
Robert F. Mikell, who had written the original 
skit, and all the Dade County Auxiliary mem- 
bers who had worked so hard were there to re- 
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ceive this honor. The only drawback was that 
Mrs. Leffie M. Carlton Jr., of Tampa, and Mrs. 
Scottie J. Wilson, of Ft. Lauderdale, Chairman 
and President respectively last year, were not 
present to accept the state award. It was the 
excellence of the county observances in each of 
the 24 counties and Mrs. Carlton’s skill in re- 
porting them which was the determining factor 
in our winning the prizes. 

So when the Auxiliary in your county has 
its Doctor’s Day celebration, forget the office and 
the hospital for this one night and join in the 
fun with the other doctors in your society. Laugh 
at the skit or the songs which poke gentle fun at 
you; dance if you aren’t too tired or the music 
isn’t too fast and remember the Auxiliary is try- 
ing to show its pride in your chosen profession 
and to provide some moments of fun and relax- 
ation, where the burdens of your profession can 
be set aside, to be resumed with renewed vigor 
from the night’s respite. 

Mrs. Perry D. Melvin 





The Thirty-First Annual Meeting of the 
Woman’s Auxiliary to the Florida Medical Asso- 
ciation will be held in May at the Hotel Ameri- 
cana, Bal Harbour, Miami Beach. 





when anxiety and tension “erupts” in the G. I. tract... 


IN ILEITIS 





PATHIBAMATE: 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.)the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


Supplied: Bottles of 100, 1,000. 


d Trademark for Tridihexethy! lodide Lederle 





. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW VORK 





Sitter 


ly 











774 


EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
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BOOKS RECEIVED 





Tt Pays to Be Healthy. A World - Renowned 
Physician Guides You to Success, Happiness, and Health 
in Your Work. By Robert Collier Page, M.D., F.A.C.P. 
Pp. 285. Price, $4.95. Englewood Cliffs, N. J., Pren- 
tice-Hall, Inc., 1957. 

Reminding the reader that the tensions and frustra- 
tions of his job can take years off his life unless he knows 
how to handle this vastly important area of his daily 
living, this book shows him how to analyze his job and 
his approach to his job, how to deal with people who 
may annoy him, how to find the job that is right for 
him, how to know himself as he really is. In short, he 
learns how to meet the competition he must meet, earn 
more money as he goes along, and keep himself healthy, 
likeable and energetic. 

As a medical consultant for management, the author 
has studied employed persons as whole persons who have 
likes and dislikes, who go home to families, who rear 
children, who want scme of the good things that money 
can buy. In this book he helps one understand the 
stages of life through which all must pass, and the spe- 
cial problems of each stage. He gives careful. friendly 
counsel to the wife of the ambitious man. He shows 
how attitudes, secret thoughts and personality can make 
cr break one. He also makes clear a few simple, safe 
technics—not medicines—that can help anyone lead a 
better life, no matter what his job may be_ In addition, 
he shows how executives really get results from their 
staffs, how industry really leoks at the werker, and the 
meaning of authority. There are surprising revelations 
about the worker and about American business in this 
frank, comprehensive book. The reader will be rewarded 
by finding a fresh approach to his job that offers him 
the greatest possible reward and shows him how he helds 
in his hands the key to health in everything he does. 


From Sterility to Fertility. A Guide to the 
Causes and Cure of Childlessness. By Ellict E. Philipp, 
M.D., M.B., B.Chir., F.R.C.S., M.R.C.O.G. Pp. 120. 
Price, $4.75. New York, Philescphical Library, Pub- 
I'shers. 1°57. 

This book was written by a consultant gynecologist 
and obstetrician attached to a general hospital with a 
laree~ gynecologic and maternity department to help 
childless couples decide what can be done to overcome 
their infertility. About one in every six couples is child- 
less, and undoubtedly some cf these millions can be 
assisted by doctors who give advice, conduct investiga- 
tions to find tke causes in individual cases, and treat the 
causes when they are discovered and are amenable. 
The book does not and cannot replace the doctor, but 
it will save doctors and patients precious hours by ex- 
plaining for the lay public some of the known reasons 
for infertility and how and why the investigations and 
treatments are carried out. Helpful diagrams and charts 
are included, ard advice is given concerning the adoption 
of babies through the registered societies and authcrities. 


The Chronically Il!. By Joseph Fox, Ph.D. Pp. 
29. Price, $3.95. New York, Philosophical Library, Inc., 
¢ 


2 
1°57, 

This book attempts to survey some of the facets of 
‘what has heccme a most sgnificant devegraphie and 
public health problem confronting the nation. This so- 
ciologic approach to the problem should be of great in- 
terest to the busy physician, the social worker, the hos- 
pital administrator and those in labor and management 
who deal with the chronically ill. The approach is first 
to consider chronic disorders as they strike the individual, 
and only after they have been discussed in that setting 
are the problems of organization, institutionalization, fi- 
nance and ethics discussed. The author, who has had 
wide experience as administrator of a home for aged and 
of a small chronic disease hospital, has devoted almost 
two d cades to the study and analysis of the long term 
patient and the aged. 
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Management of the Patient With Headache. 
By Perry S. MacNeal, M.D., F.A.C.P., Bernard J. Alpers, 
M.D., Sc.D. (Med), F.A.C.P., and William R. O’Brien, 
M.D., F.A.P.A. Pp. 145. Price, $3.50. Philadelphia, Lea 
& Febiger, 1957. 


Probably no other symptom has such hidden meanings 
as headache. In this book, the authors provide a basic, 
cl nical understanding of the problem and discuss causes, 
difierential diagnosis and treatment of the several types 
of headache. Medical, psychologic and neurologic factors 
are considered fully in their relation to causes and to 
therapeutic management. Emphasis is on treatment of 
the patient and the many problems involved, as well as 
on the headache itself. The authors stress the need for 
—and tell kow to obtain—a detailed history of the symp- 
tom, a sound estimate of the patient’s personality, and 
a knowledge of the social history, previous adjustments, 
emotiona] stability, and other factors which provide the 
basis for a personality study. Discussions of the psycho- 
logic and vascular mechanisms of head pain precede a 
sound consideration of headache as a symptom of hyper- 
tension and other cardiovascular disorders. 


Differential diagnosis and treatment are covered from 
every phase of the subject. Under Headache in Organic 
Brain Disease, are discussions of brain tumors and ab- 
scesses, meningitis, vascular lesions, cough headache, sub- 
dural hematoma, subarachnoid hemorrhage, post-traumat- 
ic headache, and cerebral aneurysms. Other forms given 
equal attention are tension, psychogenic, migraine, aller- 
gic, hypertensive, premenstrual, menopausal, arterioscle- 
rotic, and allergic and histamine headaches. Ocular factors, 
paranasal sinuses, the neuralgias and other extracranial 
causcs are taken up separately. 

With the knowledge contained in this bock, family 
physicians, internists, psychiatrists, neurologists, and oth- 
ers can iace, with confidence, any patient whose chief 
complaint is headache. 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 

















RADIUM 


(Including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 


Quincy X-Ray and Radium 


Laboratories 
(Owned and Directed by a Physician.Radiologist) 


HAROLD SWANBERG, B.S., M.D., Director 
W. C. U. Bldg. Quincy, Illinois 

















when anxiety and tension “erupts” in the G. I. tract... 


in spastic 


and irritable colon 





PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Me probamate (400 m g.) the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
habituation ...z7# PATHILON (25 m g.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment a many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


Supplied: Bottles of 100, 1,000. 


d Trad tk for Tridihexethy! lodide Lederle 
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\ \ 7 HATEVER your first requi- 
sites may be, we always 
endeavor to maintain a 

standard of quality in keeping 

with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 

CONVENTION PREss help solve 

your printing problems by intelli- 

gently assisting on all details. 


QUALITY BOOK PRINTING 


Allen ; Invalid Home PUBLICATIONS $2 BROCHURES 


MILLEDGEVILLE, GA. 

E ‘ab j ¢ ( . 
= CONVENTION 
NERVOUS AND MENTAL DISEASES 


Grounds 600 Acres PRESS e # 


Buildings Brick Fireproof 
Comfortable Convenient ee , — 

Site High and Healthful 71282 West Cagecu Sr. 
E. W. ALLEN, M.D., Department for Men JACKSONVILLE, FLORIDA 


H. D. Atten, M.D., Department for Women 
Terms Reasonable 






































HIGHLAND HOSPITAL, INC. 


OUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CarroLL, M.D. Rosert L. Craic, M.D. Joun D. Patton, M.D. 
Medical Director Associate Medical Director Clinical Director 











